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ABSTRACT
Veterans who courageously served in the military are often diagnosed with posttraumatic stress disorder and their spouses are at high risk of suffering in silence from
stress and anxiety. Many spouses are also their Veteran’s caregiver which leaves little
time for their own self-care needs. Being a Veteran’s 24-hour caregiver can lead to poor
physical and mental health, aggravating spouses stress and anxiety levels which is often
only treated with medication or goes untreated due to lack of mental health care access
and the stigma that comes with it. The literature review explores the research gap of how
online faith-based group life coaching can affect the stress and anxiety levels of Veteran
spouses through introducing new skills one day at a time. Previous studies showed
introducing new healthy behaviors through life coaching helps reduce symptoms of
PTSD, stress, and anxiety in Veterans, but no study had examined what affect life
coaching has on Veteran spouses’ stress and anxiety levels. This 21-day online
intervention explored the question of how faith-based group life coaching affects stress
and anxiety levels in spouses. Cognitive behavior coaching, stress and anxiety
management, and self-care techniques unique to Veteran spouses’ specific needs through
lifestyle modification were introduced. Participants were 118 female spouses with selfreported stress and anxiety, recruited from Facebook and Liberty University. Participants
were randomized to one of three different groups (intervention [faith], active control
[non-faith], control [non-faith self-coaching]). Pre-assessments were done at baseline and
post assessments were done after day 21. The results showed that this faith-based life
coaching program had a positive impact on decreasing stress and anxiety levels in
spouses while also increasing levels of faith. On this basis, it is recommended that faith

be incorporated as a key factor delivering a life coaching program designed to reduce
levels of stress and anxiety.
Keywords: faith, PTSD, stress, anxiety, Veteran, Veteran spouse, life coaching, selfcare.
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CHAPTER ONE: INTRODUCTION
Overview
Men, women, and children have been through traumatic events for centuries,
which have demonstrated symptoms of what is now known as post-traumatic stress
disorder (PTSD). Military servicemembers in the Army, Air Force, Navy, Marines,
Coastguard, Reserves, and National Guard endured trauma during active-duty training
and wartime deployment to combat and non-combat zones, returning home with what is
now known as military-related PTSD. Due to the negative stigma of receiving treatment
for PTSD, many service men do not seek treatment while on active duty. Wives of these
military servicemembers have most of the life responsibilities and extra stressors put on
them while their warrior serves stateside, and it increases during their partner’s
deployment. The additional stressors put on the wives continue to exacerbate during and
after deployment, and even through military discharge or retirement. Researchers found
whether deployed or active duty, married veterans diagnosed with PTSD can lead to
symptoms in their spouses such as mental distress, depression, anxiety, and other
symptoms of mental distress (Toomey et al., 2019).
Spouses become beleaguered with mental disorders unique to their marital
statuses, such as emotional disconnection, financial strain, social challenges, and feeling
isolated or abounded by the military and civilian communities (Vois & Steinkopf, 2018).
When in the military, spouses with community support services, resources, and friends,
can suddenly lose them based on the relocation of their spouse. Unfortunately, the
challenges spouses endure remain understudied in academia as researchers focus
primarily on the veterans (Voris & Steinkopf, 2018). Twenty-four-hour caregiver
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responsibilities exacerbate symptomology of PTSD, increasing the spouse’s indicators
of secondary PTSD, stress, insomnia, and Whitebird et al. (2013) included anger,
anxiety, depression, and other physical health maladies. When spouses are the veteran’s
caregivers it is difficult to separate the spousal and caregiving duties as they intertwine.
There are 5.5 million caregivers assisting veterans in the U.S. Women represent
90% of this population and 70% of the women are the veteran’s spouses (Ramchand et
al., 2014). I focused this study on the stress and anxiety levels in wives of veterans
diagnosed with PTSD and how completing 21 days of faith-based online group life
coaching affected them. Many mental health researchers combined with faith and
spirituality, but anxiety remains largely disregarded, even though it is the most prevalent
and incapacitating mental health disorder (Shreve-Neigher et al., 2004). Faith-based
coaching includes a Christian perspective with special attention given to a biblical
foundation of health and wellness. Developing online group life coaching intervention
would introduce integrative modalities assisting the management of levels of stress and
anxiety specifically designed toward spouses of veterans with PTSD. When many
veterans’ spouses reported experiencing some level of anxiety, health providers did not
seek clarification as to the role faith may play in the development, prevention, and
alleviation of their suffering (Shreve-Neigher et al., 2004).
Life coaching focuses on the participants’ future instead of their past as they set
individual goals, encourage growth, as well as personal and spiritual development. This
coaching program introduced a daily habit approach in a web-based social media
community. Online coaching sessions include psychoeducation on PTSD, secondary
PTSD, spousal stress, and anxiety. Also, the life coaches initiate healthy lifestyle and
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cognitive-behavioral changes, mindfulness meditation, and other alternative treatments.
Whitebird et al. (2013) supported introducing spouses to new skills in managing the
daily stress and anxiety they experience in caring for their veteran, which provides a
long-term benefit. Three different spouse groups participated in the current study. The
first group received live group coaching coupled with faith-based information specific to
each topic. Sessions began and ended in prayer. They also received daily faith-based
texts from the Healthie app, and a faith-based workbook. The second group received the
same group coaching without faith-based information or prayer time. However, they
received daily texts from the Healthie app. The third group consisted of a self-coaching
group who received the daily texts from the Healthie app and the same workbook as
group two but without live group coaching.
Upon completing my review of salient literature, I concluded a vast research gap
existed between studies of veterans with combat-PTSD but omitted spouses who
endured similar symptoms as their partners without the same treatment options (Voris &
Steinkopf, 2018). I was unable to locate literature on life coaching programs developed
specifically to enhance the quality of life or mental and emotional issues of spouses
independent of their veterans. An additional significant gap in the existing literature is
the absence of published articles addressing treating stress and anxiety levels in spouses
of veterans with PTSD (Diehle et al., 2017). It is not difficult to find a substantial
number of completed studies on how PTSD affects veteran spouses, but they do not
present strategies or methods of intervention. While researchers proposing faith-based
interventions grow and show positive results, I was unable to locate those supporting the
use of web-based faith-based group life coaching as a method of reducing the stress and
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anxiety levels in spouses of veterans with PTSD (Bartkowski et al., 2017; Buju, 2019;
Ceramidas, 2012; Simmons, 2019). The Bible defines faith in a scripture from Hebrews
1:11, “Now faith is the assurance (title deed, confirmation) of things hoped for (divinely
guaranteed), and the evidence of things not seen [the conviction of their reality—faith
comprehends as fact what cannot be experienced by the physical senses]” (AMP).
Throughout this study, I define faith based as consisting of a strong belief and hope that
alone we may not be able to do anything, but with God’s guidance and strength, we can
overcome our physical, mental, emotional, and spiritual challenges, leading to the
realization of a sense of healing and restoration. The lack of studies targeting veterans’
spouses’ reduction of stress and anxiety levels increases the potential value of the
outcomes of this investigation.
The limited research and treatment options leave spouses vulnerable to increased
mental issues, which left untreated or unaddressed exacerbating the combat related
PTSD symptoms in the veteran as well. Many caregiving wives ignore their health
issues and focus only on their husband's needs. The web-based life coach approach
incorporates cognitive behavior therapy (CBT) techniques. The structure CBT methods
offer makes it well suited for online delivery. Przeworski and Newman (2011)
documented how CBT specifically targets problematic behaviors. Cognitive behavior
coaching can help the spouses learn how to change their thought process, which
addresses triggers contributing to increase stress and anxiety. Previously, the coaching
program assisted spouses in learning tools to incorporate self-care into their daily routine
and turn their focus to their overall health, including behavior modification and self-care
with faith-based support. A healthy spouse takes steps to improve their self-care,
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allowing them to serve others better, especially their military partner. Online
groups proved to help spouses make better health choices and identify daily
tasks, which would have a positive effect on lowering their stress and anxiety
levels.
Background
In 2018, there were approximately 16.3 million male veterans in the United
States. Approximately 59.8% (9,747,400) were married, which is more than half (US
Census, 2019). This number is constantly on the rise as servicemembers continue
opting for discharge or retirement from the military. In 2008, a study completed by the
RAND Association reported 1 in 5 veterans returning from Iraq and Afghanistan
suffered from PTSD. When including those outside of treatment regimens Tanielian
(2008) estimated the number could be as high as 1 in 3 military personnel reporting
depression, anxiety, and other mental health disorders. It is interesting how equal
amounts of spouses to veterans have the same statistical numbers PTSD and other
mental health issues, including anxiety. These numbers included veterans returning
from Iraq and Afghanistan and excluded other conflicts. Therefore, it is not
representative of veterans who served in earlier military disputes. U.S. News reported
the following statistics on earlier wars:


Every year, approximately 12 out of every 100 Gulf War Veterans (or

12%) receive PTSD diagnoses.


In the late 1980s, about 15 out of every 100 Vietnam veterans (15%)

received a PTSD diagnosis (National Vietnam Veteran Readjustment Study,
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1988). Thirty percent of Vietnam veterans experienced symptoms of PTSD in
their lifetime.


440,000 to 770,000 service people currently suffer from their symptoms

of PTSD (Howley, 2019).
The most horrible outcome from PTSD is the threat of suicide because they
cannot deal with the war that never ended for them. This leaves their spouses and
children to continue to live out the nightmare of losing their loved ones to war.
According to U.S. News, there were 6,000 veteran suicides each year from 2008 through
2016. Unfortunately, this number continues to be on the rise as escalating numbers of
veteran’s battle PTSD every day (Howley, 2019).
Veteran spouses had to ‘hold down the fort’ during deployments when they took
on all the household duties while also parenting without their partner. All the added life
responsibilities and extra stressors put on spouses in pre-deployment, deployment, and
upon return from deployment continue through military discharge and retirement.
According to Voris & Steinkopf (2018), spouses of veterans who have PTSD suffer
alongside their spouse and are in desperate need of services designed specifically for
their unique mental health needs. I facilitated this study as researcher and a peer who
was previously a veteran spouse. My voice was one of my personal experiences. Veteran
spouses so fiercely continue to support their partners while also dealing with other
unique situations such as geographic separations from family and friends, running the
household, working outside the home, coping with the secondary effects of the lifestyle,
frequent moves, putting their careers on the back burner, integrating back into civilian
life, and battling their mental health issues (Clever & Segal, 2013).
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Veteran spouses’ mental health needs and lack of programs are what justified the
need for this study as I aimed my focus on giving military spouses a toolbox of skills,
they could continue to use in combatting their anxiety and stress. The intervention can
also help them overcome the spiraling downward effect and loneliness that occurs if
they attempt to deal with it alone. They receive additional support from the community
of other veteran spouses encountering similar experiences. According to Kees and
Rosenblum (2015), researchers revealed data with high rates of military-related
psychological health problems in spouses and with the lack of evidence-based
psychological health course for military spouses in the community, they urgently need
interventions, which support and strengthen spouses as they adjust to deployment
transitions and military life experiences.
Problem Statement
The problem I sought to address focused on spouses of military veterans who
have PTSD and suffer from secondary trauma. Results include high stress and anxiety
without any programs available to help them outside of the normal medical treatment,
which is usually medication. As an influential person in the lives of veterans, it is crucial
not to ignore their spouse’s mental health. By acknowledging and addressing it,
consideration of using comprehensive integrative health may include incorporating selfcare techniques and tools. SteelFisher et al. (2008) reported widespread issues in a large
group of military spouses of service members deployed after September 11, 2001, which
included substantial levels of loneliness (78.2%), anxiety (51.6%), and depression
(42.6%); those who experienced deployment extensions reported even higher levels.
Researchers who studied military veteran spouses suggested their high susceptibility to
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secondary trauma stress (STS), which included stress, anxiety, along with other
maladies. In a 2007 study, Franciskovic and colleagues found 30% of PTSD veterans'
spouses suffered from STS.
Secondary trauma stress (STS) presents symptoms similar to PTSD. The main
difference is the person experiencing the symptoms did not have direct exposure to the
traumatic event. However, they develop comparable symptoms as a result of being in
close contact or a close relationship with someone diagnosed with PTSD (Lev-Wiesel &
Amir, 2001). STS can include emotional numbing, hypervigilance, heightened startle
reaction, difficulty concentrating, feeling isolated, depressed, insomnia, anxiety, panic
attacks, dissociation, irritability, and behavioral outbursts. Spouses with STS have
indirect exposure to PTSD behaviors. The spouses begin to mimic the same behaviors
their partner displays (Cook et al., 2012). STS has also been known as secondary PTSD
and compassion or caregiver fatigue.
Researchers conducted studies to show active military and veteran spouses
experience more stress and anxiety than civilian spouses (Renshaw, 2011), but there are
not as many studied techniques of how to help them. Renshaw and Campbell (2011)
noted PTSD symptoms in military service members show an association of increased
distress in their spouses. Contrary to the vast amount of research completed on the
debilitating effect of caretaking on spouses directly affected by their veteran diagnosed
with PTSD, solutions, other than medications, to assist them receive minimal attention
in academia.
There is a need for mental health assistance for spouses, as the lack of treatment
interventions leave them to endure stress and anxieties on their own while their partner

9
receives help through various mental health approaches. While the veteran receives
medical and mental health care, the spouses watch and suffer in silence in the waiting
rooms. Prior to separation from their military service, veterans attend a mandatory
transition assistance program (TAP), which begins 12 months prior to leaving the
military. The spouses do not receive information, workshops, or checklists on how to
transition from military to civilian life. They remain unprepared to look for symptoms of
PTSD in their husband, or more importantly how to deal with the stress and anxiety they
may develop. Other concerns veteran’s spouses may confront after transitioning to
civilian life include loss of military income, loss of their job income, minimal job
availability, relocation stress, leaving friends, loneliness, no support system, loss of
military community, and immediate loss of other supportive resources (medical clinics,
FRGs, commissary, PX/BX).
Researchers recommended different types of non-clinical treatments targeted at
helping those who suffer from stress and anxiety. Some of these non-clinical treatments
included teaching topics like prayer, Christian mindfulness meditation, guided imagery,
faith-based life coaching, talk therapy, cognitive behavior therapy, diaphragmatic
breathing, grounding, anti-anxiety foods, group sessions, and peer counseling. There
was a significant lack of literature focused on how to help spouses of veterans manage
stress and anxiety through an integrative group treatment model. I sought to introduce a
variety of tools and skills that promoted healthy lifestyle behavior changes through faithbased online group life coaching. Improving military spouses' mental health and overall
well-being requires a multifaceted approach and given the systematic differences among
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military spouses, it is important for personalized approaches to meet the unique needs
and characteristics of veteran’s spouses (Ramchand et al., 2014).
Purpose Statement
The purpose of this study was to (a) evaluate whether a relationship exists
between faith-based life coaching and the stress and anxiety levels of female spouses of
male veterans with military-related PTSD in an online group forum and (b) to compare
the pre and post-stress and anxiety levels of the intervention group, the active control
group, and a control group. Using collected data advances the research hypothesis that
faith-based life coaching would reduce levels of stress and anxiety in spouses of
veterans with PTSD by showing more of a decrease in their levels than those in the other
non-faith-based and control groups. I included independent, experimental, and
dependent variables. There was one independent variable with three levels. The
independent variable was life coaching, and the three levels were faith-based group life
coaching, secular group life coaching, and no group life coaching or self-directed
coaching. The experimental variable was faith-based group life coaching. The dependent
variables were the stress and anxiety levels in the veteran. The experimental variable
was faith.
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Table 1
Constructs and Variables

Construct Name

Independent

Experimental

Dependent

Variables

Variable

Variables

Faith-Based Life
Coaching

X

Regular Life Coaching

X

Self-Directed Life
Coaching

X

Stress

X

Anxiety

X

Faith

X

Social scientists designed the faith-based life coaching program to meet the
unique needs of veteran’s wives living with stress and anxiety while caring for their
husbands diagnosed with military-related PTSD. A web-based application called
“Healthie,” and a private Facebook group conducted the 21-day faith-based life
coaching courses. It included three separate groups (intervention, active control, control)
where group one and group two received four live group coaching sessions and 17
online daily coaching sessions. The life coaching was an integrative web-based group
therapy model specific to veteran spouses dealing with stress and anxiety. The
intervention included psychoeducation, CBT coaching techniques, holistic approaches,
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and motivational interviewing. The third group (control) was a self-directed group and
only received the life coaching program workbook (non-faith-based).
The different life coaching topics delivered to the spouses over 21 days covered
healthy lifestyle lessons directed towards improving their physical and mental health.
The topics fell under components including education/learning, setting goals, cognitive
behavior coaching techniques, thoughts, beliefs, mindfulness, breathing techniques,
journaling, exercise, environment, nature, self-care, self-acceptance, personal
development, avoiding caregiver burnout, art, music, dance, essential oils, time
management, self-management, energy, and nutrition. The intervention group received
topics on faith, including prayer, and received biblically based information supported
with scripture. The life coaching programs focused on introducing methods of faithbased healthy behavior changes directed towards reducing stress and anxiety levels.
Researchers have shown spouses of veterans suffer from stress and anxiety, which
clinicians diagnosed as secondary PTSD or secondary trauma (STS) (Cook et al.,
2012). They verified introducing healthy or comprehensive integrative holistic
approaches to veterans reduces stress and anxiety. The continuing problem was a lack
of research on strategies proven to lower the stress and anxiety levels of spouses. In a
recent study, Bridgeford (2015) found a need for further research on developing
specific treatment options targeted towards reducing mental health disorders spouses of
veteran’s experience.
Female spouses over the age of 18 who had self-reported any level of stress and
anxiety in the last 12 months and had male husbands who are military veterans with
PTSD comprised the participant pool. The intention was to help the veteran’s spouses in
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a positive way by making small, but specific and intentional healthy modifications to
their lifestyle through 21 days of online faith-based group life coaching. With there
being a lack of research on how to help manage stress and anxiety in spouses of veterans
with PTSD, this study proposes to test a new low-cost, easily accessible, and flexible
solution. At the time of this writing, the facilitator’s veteran spouse entered a 90-day
men’s PTSD Trauma Program in Menlo Park at the Palo Alto Veterans Administration
Hospital in California. During that time, I incorporated many of the techniques included
in this study to help keep my stress and anxiety at bay. It was a plus that the life coach
who facilitated these sessions was also a spouse of a veteran with combat-related PTSD
and traumatic brain injury (TBI). They personally experienced living with stress and
anxiety. The life coach spoke from a place of understanding what the participants
endured and were a living example of how to overcome stress and anxiety. It was
advantageous to have a life coach who was a veteran’s spouse because according to
Reisman (2016) civilian providers (or coaches) lack the preparation to care for the
special needs of military veterans and their spouses.
Significance of the Study
A number of researchers documented the effect veterans with PTSD have on
their spouse’s stress and anxiety levels. They acknowledge the lack of research in
providing solutions for veteran spouses suffering from high levels of stress and anxiety.
This underscores the significance of this study, which uses faith-based life coaching as a
solution. The efficacy of life coaching in reducing stress and anxiety levels previously
demonstrated positive research results. I intended to contribute to the existing
knowledge by acknowledging prior research outcomes and adding online group life
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coaching. The 21-day faith-based life coaching courses take an additional step of
expanding faith-based teachings to support each of the life coaching tools introduced to
the spouses of the intervention group.
Researchers will have the ability to apply the outcomes of the study to broader
populations such as active-duty military spouses, active/non-active military reserve
spouses, active/non-active National Guard spouses, and civilian spouses of law
enforcement and firefighters. Longer-term gains may result from the inclusion of
dependents, children, and other family members of civilians, military, and veterans
diagnosed with PTSD. The techniques can also become an option for anyone who
experiences stress and anxiety in the general population.
They described how spouses of veterans with PTSD endure daily high stress and
anxiety levels and consequently life coaching via a peer coach results in helping people
diagnosed with mental health issues (Bora, 2010; Fried et al., 2019). Dyess (2015)
categorized faith-based coaching programs as integrative health or mind-body-spirit type
of approach to health. There is a need to show how to combine faith-based information
into life coaching programs. When Christian believers see God and His word as an
authority in their lives, scriptures can act as a powerful tool when supporting antianxiety and stress modalities. Yambo et al. (2016) completed a study that suggested a
need for more programs to support spouses who endure psychological stresses and strain
based on their marital relationship with a veteran with PTSD.
Research Questions
The discovery of several gaps in the literature helped to strengthen the
composition of the following research questions. Researchers published in the area of
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treating levels of stress and anxiety in spouses of veterans with PTSD remains
remarkably insufficient. Another unknown outcome at the beginning point of the
research was whether the questions would indicate the efficacy of the treatment in
addressing the unique needs of veterans' spouses.
RQ1: Can faith-based life coaching help manage or reduce perceived stress
levels in spouses of military Veterans who have PTSD?
RQ2: Can faith-based life coaching manage or reduce anxiety levels in spouses
of military Veterans who have PTSD?
RQ3: Can faith-based life coaching increase the level of faith in spouses of
military Veterans who have PTSD?
RQ4: Will the spouses in the intervention group have a significant decrease in
perceived stress levels after the post-test compared to the spouses in the other
two groups?
RQ5: Will the spouses in the intervention group have a significant decrease in
anxiety levels after the post-test compared to the spouses in the other two
groups?
RQ6: Will the spouses in the intervention group have a significant increase in
their faith after the post-test compared to the spouses in the other two groups?
RQ7: Will the program have any effect on the overall physical and mental
health of the participants?
Definitions
Post-Traumatic Stress Disorder: The development of characteristic and
persistent symptoms along with difficulty functioning after exposure to a life-threatening
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experience or an event involving either a threat to life or serious injury. In addition to
military combat, PTSD can result from the experience or witnessing of a terrorist attack,
violent crime and abuse, natural disasters, serious accidents, or violent personal assaults
(Reisman, 2016).
Secondary Trauma Stress (STS): STS has similar symptoms to PTSD; the main
difference is that the person experiencing the symptoms did not have direct exposure to
the traumatic event. However, they develop these similar symptoms as a result of being
in close contact or a close relationship with someone diagnosed with PTSD (Lev-Wiesel
& Amir, 2001).
Cognitive Behavior Therapy: Cognitive-behavioral therapy (CBT) is a
therapeutic approach that integrates cognitive therapy with behavioral therapy and
rational emotive therapy stressing the causative relation between beliefs, convictions,
emotions, and behaviors. Transforming a negative, dysfunctional emotion (fear or
anxiety) into a functional and adaptive emotion begins with a change of perception and
an interpretation of the situation that generates a given emotion leading to behavioral
modifications (Buju, 2019).
Guided Imagery: A cognitive process that utilizes the imagination to bring about
positive mind/body responses to stimulate senses (Charalambous et al., 2015).
Theology: Concern with the nature of God and with God’s relationship in the
world (Entwistle, 2015).
Anxiety: Excessive fear, avoiding perceived threats in their surroundings or
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having unfamiliar bodily feelings or sensations caused by fear of an anticipated or outof-proportion danger or threat that interferes with their normal functioning (Craske &
Stein, 2017).
Stress: The body’s reaction to perceived threats of harm viewed as one of the
primary causes of disease (Seyle, 1976).
Summary
In this chapter, I gave an overview of how faith-based life coaching helped the
stress and anxiety levels in spouses of military veterans with PTSD and why it was
effective in this cohort. Life coaching backed by research demonstrated the use as
helpful in reducing stress and anxiety. Adding faith-based materials to support each life
coaching topic with scripture, can add a sense of obedience to God help veteran spouses
feel strengthened and focused on the Lord. They believe His word calls them to carry
out self-care tasks aiding them in averting stress and anxiety.
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CHAPTER TWO: LITERATURE REVIEW
Overview
Throughout this chapter, I will examine the purpose of this study and the
research-backed effectiveness of life coaching, with the introduction of faith-based
information, specific anti-stress and anti-anxiety tools, skills, and techniques, had on
stress and anxiety levels in spouses of military veterans with PTSD. Also, I discuss
specific stress and anxiety management tools, skills, and techniques in more depth to
support their continued use. The intervention was faith and how it integrates into life
coaching as a source of motivation for behavior change. My review highlights how the
veteran’s PTSD caused by military service affected the spouse’s mental health, in
particular increased stress, and anxiety.
Conceptual or Theoretical Framework
I based this study on a multi-theory synthesis with the application of cognitive
behavior, psychoeducation, theological, and integrative theories incorporated into faithbased life coaching.
Cognitive Behavior Theory (CBT)
Cognitive behavior theory (CBT) was first developed by Beck in the 1950s and
1960s. Twelve research studies completed by Beck and colleagues used participants
with a general anxiety disorder who received CBT. The results supported the efficacy
that led to substantial changes, which continued through the following year (Wenzel et
al., 2006). The groundwork theory purported cognitions result from emotions with
behavioral outcomes and according to Ceramidas (2012), “Those outcomes have
repercussions that may reinforce the cognitions and exacerbate the emotions, creating a
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feedback loop that perpetuates positive or negative behaviors and outcomes” (p. 43).
Clients who make this positive change can promote lifestyles and behaviors which led to
health and wellness. Usually, these replacement cognitions concentrate on the person’s
individual ability to achieve and succeed (Ceramidas, 2012). The focus of CBT is to
replace the patient's negative cognitions with positive thoughts. Replacement cognitions
focus on the power of the self to achieve and succeed.
CBT is known as the anxiety treatment of choice (Przeworski & Newman, 2011).
Beck and colleagues contended fear underlies all anxiety disorders. A cognitive
application can assist in addressing the resulting dysfunctional behaviors (Clark & Beck,
2009). In this study, I aimed to enhance cognitive restructuring skills, which primarily
target dysfunctional thoughts. Emotional management techniques also teach similar
abilities. I chose CBT as it was the most empirically used treatment for anxiety
disorders. It is also applicable for use in short-term, goal-oriented, and skill-based
programs (Craske & Stein, 2017). Ceramidas (2012) suggested CBT techniques as
appropriate for use in treating other mental health concerns if administered by anyone
(life coach) offering support to another person. Life coaching combines educational,
cognitive techniques, self-care, and alternative approach types of interventions that
assisted the spouses in managing their stress and anxiety while challenging their
negative thoughts and beliefs. Life coaching pulls from this theory to help clients change
their behavior by learning to understand their thoughts after an activating event, which
leads to more favorable behavioral consequences (Williams, 2012). The spouses learned
how to set goals related to replacing avoidant behaviors with coping behaviors, reduced
excessive autonomic arousal through learning new relaxation, mindfulness, breathing
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skills, and other exercises. CBT is also used effectively with online programs. Among
the therapeutic techniques used were empathic communication, cognitive restructuring,
guided discovery, reframing, client feedback, and ongoing monitoring of the relationship
(Buju, 2019). Employing CBT techniques assisted people with their practical daily
issues and helped them learn new behavioral skills that change their way of thinking
they can use now and in the future.
Psychoeducation
Psychoeducation although not a form of treatment, was presented to the two
web-based life coaching groups at the beginning of each session to deliver basic
information focused on PTSD, secondary PTSD, stress, anxiety, CBT techniques, and
alternative approaches. Synder and Monson (2012) explained how veteran spouses were
more aware of and understood their partner’s PTSD symptoms resulting from their
experiences in war, reported decreased levels of stress. Although not included in this
study, many of the spouses who received the psychoeducation shared information from
the program with them and included their partners in some of the home activities.
Existing researchers exemplified how both spouses and veterans benefitted from
receiving education about PTSD (Gourey, 2016). Psychoeducation also provided a
rationale for the other integrative health modalities, overviews, and information on each
daily topic presented on how to incorporate them into their daily lives, thereby
enhancing their overall health and wellbeing. The type of psychoeducation ranged from
active (live sessions with a life coach) to passive (worksheets, audio, video, web
applications, and more).
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Psychoeducation was an essential part of helping the spouses understand their
partner’s condition and their personal struggles while also correcting misperceptions.
According to Donker et al. (2009) psychoeducation can yield small symptom reduction
on its own in addition to being less expensive, easy to administer, and more accessible
than therapy and medications. Some other types of approaches such as psychiatry,
psychology, and pharmacology effectively treat mental disorders, albeit the perception
as a social stigma among military families, which reduces the number of spouses with
stress and anxiety from seeking out care. When this happens spouses’, symptoms can
escalate or get out of control and lead to panic attacks or worsening depression.
Presenting psychoeducation within a life coaching program removes the
perceived stigma and attracts more spouses to attend the program. The high prevalence
and burden associated with anxiety and the existence of treatment barriers created a need
for brief, inexpensive, and effective interventions (Donker et al., 2009). The integration
of spirituality and faith supported by the new formulation of spiritually oriented
psychotherapy respects the client’s spiritual/faith beliefs (Budu, 2019).
Christian Theology
Theology comes from the root word (theos) meaning God and it is related to the
nature of God and His relationship in the world (Entwistle, 2015). Christian theology
was the primary focus for the intervention strategy of this study. When attention turns
from human nature to the treatment of mental illness, the church becomes the prime
vehicle for soul care in the world. It is important to note that scriptures in the Bible do
not provide specific information about the etiology and treatment of mental disorders
(Entwistle, 2015). Theology is the study of how things should align with God’s wishes.
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According to II Timothy 3:16, God-breathed scripture, wrote, and trusted it as a guide,
“All scripture is given by inspiration of God, and is profitable for doctrine, for reproof,
for correction, for instruction in righteousness” (NKJV). Theology incorporates prayer
and according to Stanley’s (2009) observations suggested a correlation between innate
healing and prayer type consistent with teachings from the Christian healing tradition
coupled with modern research. According to Entwistle (2015), the theology discipline
embraces all the beliefs of Christian doctrine with scripture holding the chief place in
doctrine development.
Faith. Faith has become important in research topics, highlighting its role in restoring
physical and mental health. Recent researchers reported how a daily practice of spiritual
or religious life leads to enhanced physical and psychological state, increases optimism,
hope, life satisfaction, and decreases symptoms of depression and anxiety (Budu, 2019).
Emerging researchers highlighted how Christian theology, introducing spirituality and
scripture into medical studies, supports the faith-based information presented in the
intervention section of this study. Intrinsic religiousness, a term used to describe the
degree of faith integration and relationship of spirituality to everyday life, presents as a
significant guide in increased health benefits (Stanley, 2009). Supporting scripture
includes 1 Corinthians 2:5, “So that your faith might not rest on human wisdom, but on
God’s power” (NIV).
Faith, God, and the brain. Stress and anxiety affect our thoughts and brains,
which God created. A supportive scripture is 2 Corinthians 10:5, “We demolish
arguments and every pretension that sets itself up against the knowledge of God, and we
take captive every thought to make it obedient to Christ” (NIV). When the image of God
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or thoughts of God become the authority in a person’s life, He can direct them in their
ways, thoughts, actions, and how they choose to live their life. When one thinks about
God, their brain functions change, neural pathways change, circuits activate, dendrites
form, making new synaptic connections. God accepted as a part of a person’s
consciousness, allowing Him to change our brain (Newberg & Waldman, 2009). The
Bible is clear about how powerful our minds are and how we can choose what we think
or change our thoughts. Another scripture that supports this is Romans 12:2 as it says,
“Be not conformed to this world; but be transformed by the renewing of your mind
(NIV). God can change people starting with how they think.
Integrated Theory
Integrated theories blend the concepts and central propositions from two or more
prior existing theories into a new single integrated concept. The integrative approach to
research in this study goal focused on merging the understandings from different
theories to compile a more complete perspective. An integrative approach to psychology
and Christian theology is the main theoretic delivery used throughout the study of faithbased life coaching. According to Entwistle (2015), psychology and theology encounter
a complicated task in trying to understand human nature. Psychology involves
observations and interpretations of human behavior, and theology involves
understandings of God, the sacred, and ultimate concerns.
Integrating Christian theology is vital to faith-based research as it recognizes the
sovereignty of God over all that we do. He is the creator of all things as it says in
Revelations 4:11, “You are worthy, O Lord, to receive glory and honor and power; for
You created all things, and by Your will they exist and were created” (NKJV). Many
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people object to integrating psychology and theology as they see them as irreconcilable,
opposites, distinct, not affecting each other. Entwistle (2015) suggested that if Christ
lays claim to all of people’s lives, then the design of integration is not just possible, but
essential, as we seek to understand the essence of this unity. Including theology in this
study was important because Christian believers often ignored factoring in how some
people cope with mental disorders like stress and anxiety. Stanley (2009) expressed the
efficacy of enhancing and stabilizing overall health by integrating faith, faith practices,
and receiving community support. I used the integrated approach in this study’s life
coaching program as the participants began their journey and as the sessions addressed
the whole person including their physical, mental, emotional, social, environmental, and
spiritual (only for the intervention group).
Related Literature
Reviewing prior literature helped highlight the amount of research completed in
the past and why health coaching was an effective tool to use with spouses and
incorporated into veterans’ care. Throughout this paper, I use the term spouse and define
it as the female spouse of a veteran with military-related PTSD, as the majority of
military veteran spouses are female, and most studies focused on military spouses refer
to females.
Military-Related Post-Traumatic Stress Disorder
Reisman (2016) detailed how countless numbers of our military servicemembers
who served as active duty, reserves, or national guard develop symptoms related to posttraumatic stress disorder (PTSD). A vast majority who served in combat returned home
with PTSD. Throughout this literature review and paper PTSD specifically relates to
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military or combat-related PTSD. When soldiers experience a life-threatening or
traumatic situation, and their symptoms become chronic they receive a diagnosis of
PTSD. After a soldier retires or discharged from their military service, symptoms of
PTSD may exacerbate. PTSD is a serious disorder, which often becomes associated with
suicidal behaviors and ideation (Reisman, 2016). Reisman concluded veterans are at
higher risk of suicide and PTSD once they leave active duty.
History. Post-Traumatic-Stress-Disorder (PTSD) diagnosis has evolved over the
years as researchers continued presenting new findings. PTSD can develop following a
life-threatening event such as military combat, natural disaster, life-threatening accident,
physical assault, sexual assault/rape, terrorist attack, and more (Schnell, 2018). In 1980,
the American Psychiatric Association’s DSM III of the Diagnostic and Statistical
Manual of Mental Disorders acknowledged PTSD as a formal diagnosis, which steered a
significant shift in this concept within the mental health theory and practice community
(Friedman et al., 2014). In the past, soldiers displayed symptoms of what is now known
as PTSD but received diagnoses based on different mental health measures. Some of the
past names given for military PTSD included soldier’s heart, shellshock, effort
syndrome, neurocirculatory asthenia, nostalgia, combat fatigue, and traumatic neurosis
(Friedman et al., 2014). PTSD recently re-classified as a new category of the DSM-V,
which recognized it as a “trauma and stressor-related disorder,” as it was previously
listed as a mental health condition in the “anxiety disorder” category in DSM III and
DSM IV (Reisman, 2016). The statistics of those suffering from PTSD differ from those
diagnosed with combat-related PTSD. According to Schnell (2018), the amount of
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people who will experience PTSD in their lifetime is about 8% and it increases to 30%
for those who are combat veterans.
Combat Related Post-Traumatic Stress Disorder
Since the War of 1812, to the current Operation Enduring Freedom (OEF), other
wars, unfortunately, required many of our military to experience direct conflict (VA
National Center for PTSD, 2012). Combat-related PTSD now referred to as military
PTSD. Although many soldiers in the first wars most likely suffered from PTSD, they
did not receive a formal diagnosed until years later.
History. Male soldiers exposed to traumatic wartime (combat) events during the
Civil War garnered attention after reviewing archived medical records showing high
compensation and pension data based on high rates of exposure to trauma, along with
physical and psychological distress (Friedman et al., 2014). The VA’s definition for
PTSD is “the development of characteristic and persistent symptoms along with
difficulty functioning after exposure to a life-threatening experience or to an event that
either involves a threat to life or serious injury” (Reisman, 2016). In addition to military
combat, PTSD can result from experiencing or witnessing a terrorist attack, violent
crime, abuse, natural disasters, serious accidents, or violent personal assaults. The
majority of soldiers in Iraq and Afghanistan were exposed to consistent traumatic
combat-related situations such as being attacked or ambushed (92 %), seeing dead
bodies (94.5 %t), being shot at (95 %), and/or knowing someone who was seriously
injured or killed (86.5 %) (Tull, 2019).
Statistics. An increasing number of veterans received a diagnosis of combat
related PTSD. Approximately 40,000 veterans who returned from Iraq or Afghanistan
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received the official diagnosis of PTSD since 2003, according to the U.S. Department of
Defense (ADAA, n. d.). PTSD in deployed combat veterans triples the amount of those
who did not deploy to combat, according to a study by the Naval Health Research
Center (ADAA, n. d.). One out of five veterans deployed to Iraq or Afghanistan reported
having PTSD symptoms, but only 50 % received any type of treatment, according to a
study by the RAND Corporation (ADAA, n. d.).
Assessment and Treatment. Practitioners use a wide variety of different
avenues when assessing PTSD, including questionnaires, one-on-one interviews, and
psychological tests. Unfortunately, no specific blood test or diagnostic exam of the brain
determines a diagnosis of PTSD. Franciskovic et al. (2007) recommended treatment
offered to veterans also include their family members and address trauma in the family,
especially since more than a third of war veterans' wives met the criteria for STS.
According to Friedman et al. (2014) two of the most common assessments are clinicianadministered-PTSD-Scale (CAPS) and the PTSD checklist (PCL), which is a self-report
questionnaire. I used a version of this the pre and post portion of the current study.
Military-related PTSD can cause many different challenges for the veteran and their
spouse. The challenges vary based on the differing individual effects of PTSD.
PTSD and Marital Issues
In a recent study, Trump et al. (2015) showed that as a spouse’s stress increases,
so does the negative view of the marriage. An endless negative cycle can form in a
marriage when a spouse has a negative outlook that includes negative psychological
states and attitudes, which can cause veterans’ PTSD symptoms to worsen when the
spouse’s distress relates to the partner's illness (MacDermid & Riggs, 2011). When
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inquiring about the spouses' different common scenarios in their marriages and how they
would handle them, four main responses emerged. The included giving ultimatums,
suggesting treatment, trying to wait with patience and support, and taking action
(Buchanan et al., 2011). Taft et al. (2011) conferred how the strength of the association
between PTSD and relationship discord was higher in military versus civilian samples.
Researchers also discovered links between PTSD and poor marital relationship
functioning, increased in military samples (Campbell & Renshaw, 2016).
Military PTSD Affects Spouses
Military-related PTSD in veterans negatively affects their spouses in many ways.
Aside from the veteran’s PTSD severity and symptoms, spouses feel living with a
veteran suffering from PTSD is an individual experience, but they all have
commonalities in their daily living experiences. Their interwoven lives have
commonalities that cut across all the spouses, regardless of the veteran’s PTSD
symptom severity (Yambo et al., 2016). It is difficult to create a program specifically for
the spouses of veterans as PTSD affects them in different ways. Spouses deal with the
daily challenges of unpredictability as their partner can go from having a good day to a
bad one quickly, which causes stress and an emotionally unstable living environment
(Yambo et al., 2016). Spouses put enormous effort into trying to become more familiar
with their husband’s PTSD moods and triggers but may still feel stressed from repeated
exposure to their symptoms (Yambo et al., 2016).
Avoidance is another frustrating aspect for spouses when dealing with a
veteran’s PTSD. One of the maladaptive coping mechanisms is veterans who avoid
doing anything as people, places, conversations, thoughts, emotions feelings, and

29
physical sensations might act as a reminder of the trauma. Sometimes, this avoidance
results in social isolation, which damages their relationships (Gourey, 2016). Spouses
consider their partner's needs first, causing them to miss family and other social events.
At times, spouses start to withdraw socially. When a veteran is not emotionally available
to their spouse, their behavior can put added strain on the marriage (Cook et al., 2012).
Spouses of veterans endure situations and experiences civilian spouses will never
confront. DeCarvalho and Whealin (2012) confirmed how spouses can become easy
targets of the veteran’s anger and irritability, which leads to conflict and sometimes even
abuse. Being an easy target can often cause spouses to feel as if they are always walking
on eggshells.
Spouse as Caregiver
An informal caregiver is usually an unpaid person who assists another person
with their daily activities of living or medical duties. As of 2015, approximately 43.5
million caregivers provided support for an adult (NAC & AARP, 2015). Providing daily
needs to veterans with PTSD is an extended duty of the spouse, requiring them to
become their husband’s official caregiver. A study done by Rand Corporation found five
and a half million veteran caregivers with 4.4% being pre-9/11 and 1.1% being post
9/11. Twelve percent spent more than 40 hours per week providing care, 63% of post
9/11 caregiver spouses held jobs outside of the home, 71% were less likely to have a
support system, 37% were under 30 years old, and 64% of post 9/11 spouses were
caretakers of a veteran with behavioral health conditions (Ramchand et al., 2014).
Ninety-six percent of caregivers are women and 70% of those women are also spouses.
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Eighty-eight percent reported high levels of stress and anxiety due to caregiving, 77%
admitted suffering from insomnia (NAC & UHF, 2010).
Figure 1
Caregivers pre-post 9/11

(Ramchand et al., 2014)
Some of these caregiving duties include tending to the veteran’s daily needs by
keeping him from wandering, assisting with daily activities of living (assisting in and
out of bed, feeding, dressing, bathing, etc.), making medical appointments, transporting
to medical appointments, refilling prescriptions, picking up prescriptions, implement
treatment plans (home physical therapy, medication management, give injections,
wound care, etc.), managing behavioral symptoms, and other responsibilities depending
on the needs of the veteran (VA Research, 2016). The U. S. Department of Veterans
Affairs (VA) has two caregiver programs. One is for support only and the second one is
for support and provides a monthly stipend depending on the veteran’s daily needs.
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Caregiver Burden
Being a caretaker 24 hours a day, 7 days a week can be straining, and some
spouses continue to work full or part-time jobs in addition to raising their children,
household duties, controlling finances, caring for their partner (assisting with home care,
making appointments, etc.), and more. Veteran’s spouses frequently struggle with not
only being a wife but in addition become full-time, exclusive caregivers to their husband
(Gourley, 2016). These extra duties a veteran spouse has compared to a civilian spouse
can add undue stress and health issues if they become overwhelmed. Caregiver stress is
another effect caused by the strains felt at the individual level by spouses of veterans
living with PTSD (Norris et al., 2018). This stress can eventually lead to caregiver
burnout as the spouse gives all their time and attention to the veteran, putting their own
needs and health on the back burner. Veteran spouses who are also caregivers have
increased health issues, face greater pressures in family relationships, and experience
more workplace issues (missing four days a month) than nonmilitary caregivers
(Ramchand et al., 2014). Norris et al. (2018) shared the results of a study comparing
experiences of veterans receiving treatment for PTSD, their female spouses, to a control
group of veterans with no PTSD, and their spouses. The researcher posited that the
spouses of veterans with PTSD experienced greater levels of caregiver burden than the
veteran spouses whose husbands not diagnosed with PTSD.
Despite the many demands expected of a spouse who is a caretaker of her
veteran husband who has PTSD, they lovingly choose to stay in the marriage and take
on these additional stresses knowing they will not only last a lifetime but will most
likely exacerbate in the future. Norris et al. (2018) reported a direct association between

32
the veteran’s severe PTSD symptoms and the spouse’s caregiver stress in six areas. They
included social isolation, hypervigilance, financial problems, intimacy problems, poor
sleep, exhaustion, marital issues, mental health, and low life satisfaction. These
symptoms affected and contributed to the mental health of a caretaker spouse.
Spouse Mental Health Issues
The deployment of servicemembers and the length of deployment often correlate
with the mental health diagnoses of spouses. Extended and frequent deployment was
associated with increased mental health issues among U.S. Army wives (Mansfield et
al., 2010). Veterans’ wives have an increased risk of specific mental problems, including
stress and anxiety related to having a veteran husband diagnosed with PTSD. Despite
this, limited research exists concerning veteran spouses who suffer from mental health
issues. The yearly National Survey on Drug Use and Health added questions targeting
military spouses and showed significant statistical outcomes. Prine (2019) estimated
over 29% of the U.S.’s 910,000 military spouses ages 18 to 49 received mental illness
diagnoses over the last year and only 23% received care.
Military spouses, just like their husbands, may avoid asking for help due to the
stigma it places on them and their husband if discovered by military superiors. The Gulf
War resulted in increased mental health disorders in veterans ten years after the war and
in turn, were more likely to have spouses with anxiety/depressive disorders or one or
more mental disorders, regardless of deployment (Toomey et al., 2019). Vietnam
veterans involved in longer conflicts or greater combat exposure would be most
expected to even further increase the risk of their spouses developing mental health
concerns, suggesting a need for further research to facilitate effective planning for
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preventing and managing the long-term family consequences of war (Toomey et al,
2019).
Secondary PTSD
Secondary traumatic stress and secondary traumatic stress disorder (STS/STSD)
have become terms researchers increasingly use to describe the type of distress spouses
of veterans with PTSD experience (Renshaw et al., 2011). Many of the symptoms the
veteran display results in spouses mirroring the same type they witness. The greater the
PTSD symptoms in the veteran, the greater the STS symptoms in the spouse (Renshaw
& Campbell, 2011). Spouses witness the daily PTSD symptoms of their partner in
addition to their sleepless nights and nightmares. According to Franciskovic et al.
(2007), close contact with a veteran with PTSD can cause chronic stress and one-third of
veteran spouses met the criteria for STS. One-third is a large percentage given most of
the veterans’ spouses do not receive any type of mental health care. Franciskovic et al.
(2007) defined STS as an emotional reaction to the traumatic experience of someone
where stress stems from helping, wanting to help, or giving emotional support to a
traumatized person. Spouses as caregivers to their partners with PTSD is a natural role
for them. Symptoms of STS mirror those of PTSD and can include nightmares of the
direct trauma the other person experienced, sleep issues, loss of interest, exhaustion,
irritability, changes in perception of life, frequent headaches, digestive issues, low
immune systems, and substance abuse (Franciskovic et al., 2007).
Loss of Personal Identity
Many have heard the saying, “If the military wanted a soldier to have a spouse,
they would have issued them one!” This type of military phrase is just one-way military
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spouses have felt left out while their husbands served their country. The spouse’s needs
are not a priority, the military mission takes precedence. The military tells them where
they will live, when to move, how long they stay in a location, and when they will
deploy. However, the spouse assumes all the responsibilities of the transitions of the
home and family. Military spouses experience a loss of personal identity, along with
potentially causing a cascade of mental health problems, which include stress and
anxiety (Gourley, 2016).
Perceived Stress
Stress is often a precursor to anxiety and other mental health issues, especially if
left untreated. Selye (1976) defined stress as the body’s reaction to perceived threats of
harm and saw it as one of the primary causes of disease. Perceived stress is the degree to
which a person reports the subjective experience of stress. Researchers indicated how
living with a veteran diagnosed with PTSD is stressful for the spouses partially due to
the complexity of the condition (Yambo et al., 2016). Spouses have an increase in
exposure to stress, caused by the veteran’s PTSD symptoms or other psychiatric and
health conditions, often coupled with social avoidance, lack of emotional support, and
increased demands (Franciskovic et al., 2007). Recent meta-analysis's found militaryrelated PTSD as reliably associated with partner psychological distress (Lambert et al.,
2012). Military spouses reported higher scores of perceived stress, with higher stress
negatively correlated with mental and physical well-being, compared to civilian spouse
samples (Padden et al., 2011).
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Anxiety
Anxiety is a rather normal response to certain stressful situations. Craske and
Stein (2017) described excessive anxiety as a person being extremely fearful, anxious,
avoiding perceived threats in their surroundings, or having unfamiliar bodily feelings or
sensations caused by fear of an anticipated or out of proportion danger or threat that
interferes with their normal functioning for at least six months. Anxiety disorders can
show up as a range of cognitive, behavioral, and physical symptoms. Those who
experience anxiety symptoms also reported persistent fear, worry, nervousness, or panic,
accompanied by nonspecific psychophysiological symptoms (tight muscles, tiredness,
sleep issues). Their response is usually disproportional when compared to the actual risk
(if any) or danger presented. According to the founder of CBT, Beck, and his colleagues,
anxiety builds up when a person confronts pressures, demands, and daily stresses in their
life and note it as the top mental health problem in the U.S. cognitive factors reduce
(Clark & Beck, 2009).
General anxiety disorder (GAD) is an anxiety disorder characterized by
excessive anxiety and worry that persists for a minimum of six months and
conceptualized as chronic, excessive, pervasive worry, causing clinically significant
distress or impairment difficult to control (Clark & Beck, 2009). The current DSM-V
adds that the anxiety is not due to the physiological effects of substance abuse or another
type of medical issue and not explained by another medical disorder (American
Psychiatric Association, 2013). In this study, one of the exclusion criteria will be any
pattern of substance abuse.
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Veteran’s spouses experience anxiety differently, as well as varying levels of
severity. In a recent study of partners of 100 veterans looking for help for PTSD,
spouses reported high rates of mental health problems. They revealed 39% for
depression, 37% for generalized anxiety disorder, and 17% for symptoms of probable
PTSD (Harris et al., 2017). These are just a small sample of veteran spouses when in the
overall US, about 40 million people are suffering from the most common mental
disorder, anxiety. A study completed in 2018, reported one-third of young military
spouses screened positive for one or more of eight psychiatric conditions (somatization,
insomnia, depression, PTSD, anxiety, panic, alcohol misuse, and binge eating). One of
the most endorsed was moderate insomnia (15.65%) with PTSD, anxiety, and panic
reported at double the rate of female US civilians. (Harris et al., 2017).
Anxiety is one of the top four most common mental health disorders of military
spouses (Mansfield et al., 2010). Lester et al. (2010) studied 163 partners of active-duty
Army or Marine Corps and found significantly elevated levels of depression and anxiety
compared to civilians. They measured the disorders using the brief symptom inventory
(BSI). Another large survey study of 940 spouses (51% participation) inquired how
OIF/OEF deployment influenced major depression and generalized anxiety disorder
(Eaton et al., 2008). Veterans having anxious/depressive disorders also significantly
corresponded with spouse self-reported severity of depression, anxiety, and PTSD
symptoms, as well as the overall quality of life (Lambert et al., 2012). The researchers
did not find significant interaction effects with deployment (Lambert et al., 2012).
Anxiety disorders can show up as a range of cognitive, behavioral, and physical
symptoms. Anxiety symptoms experienced are usually persistent fear, worry,
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nervousness, or panic, which can accompany nonspecific psychophysiological
symptoms (tight muscles, tiredness, sleep issues). Generalized anxiety disorder (GAD)
is the most common anxiety disorder among older adults (Harris et al., 2017). Veteran
spouses often deal with anxiety throughout their military life and through long
transitions.
Community
Even with the increase in research studies on spouses of veterans with PTSD
and the difficulties in dealing with mental health issues when reintegrating into civilian
life, few analyze the effect of changing communities (Voris & Steinkopf, 2019). Being a
part of a community is important for veteran spouses who become accustomed to living
on base in a military setting and losing the closeness instantly after transitioning to
civilian life. Although some spouses may have different types of social support networks
(family, friends, co-workers, etc.), an online community of other veteran spouses will
share more commonalities. Fields et al.'s (2012) study on spouses of veterans showed
participants with possible GAD reported having less social support than those screening
negative for GAD. The study group will provide a community of women who have
shared some of the same life experiences while their husbands were in the military and
now as they have transitioned to civilian living and care for a veteran who battles with
military-related PTSD.
Spouses of veterans who have military-related PTSD often avoid community
with others as they can isolate themselves because they feel no one understands their
plight. As caretakers of their spouses, they may find it hard to form relationships with
others, including their families and new friends. In this online group, the spouses will be
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a part of a community where they can feel comfortable sharing strategies and
information with one another. Researchers have shown evidence that community, social,
and peer support can reduce negative emotions and psychological responses while also
being a useful tool for health care professionals to improve family adjustment in spouses
of war veterans with PTSD (Vagharseyyedin et al., 2017).
Veteran Involvement
Spouses were neither encouraged nor discouraged to invite their partners to take
part in some of the coaching activities they were learning. The mental, emotional, and
physical health of the spouse and the veteran largely rely upon each other especially
because they live together and have daily interactions. According to Friedman et al.
(2014) when patients (veterans) diagnosed with PTSD historically did not seek
treatment, they may view education/engagement as more appropriate and become
willing to support their family member (spouse). While there are many different types of
social support (family, friends, co-workers, battle buddies, etc.), spouses of veterans
may be the most effective means of assistance because of their influence. As previously
mentioned, many of the spouses in the three different groups did share some of the
techniques they learned with their partners.
Treatment
First treated using anti-depressants followed by psychological treatment methods
for stress and anxiety disorders, patients (veteran spouses) may also be reluctant to
attend any psychological treatments due to the time commitment and issues of stigma it
may have on them and their husband. In this section, I will discuss some normal
treatments for stress and anxiety and introduce the intervention treatment of faith-based
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group life coaching. Although, psychological approaches and medication are the
foundations of treatment for anxiety, Cramer et al. (2018) recommended low-intensity
psychological interventions including CBT therapy, alternative therapies, self-help,
support groups, and exercise.
Cognitive Behavior Therapy
Unlike medication, Mayo-Wilson et al. (2014) found CBT as more effective for
anxiety disorders and its effects sustained better over time, even after the treatment has
stopped. I discussed CBT more thoroughly in a previous section of this chapter. The
techniques used in the life coaching sessions and delivered to the clients as homework
did not include CBT. A survey of 269 CBT meta-analyzers showed the efficacy of going
through a wide variety of mental health treatment protocols as a strong method for
reducing stress and anxiety (Hofmann et al. 2012).
Some of the coaching sessions included mindfulness-based cognitive therapy
(MBCT) techniques. MBCT was based on mindfulness-based stress reduction (MBSR),
developed by Kabat-Zinn (2003), has been shown to empower patients with
psychological problems such as chronic stress, anxiety, and panic. A handful of
researchers reported improved wellbeing in both healthy individuals and patients
suffering from stress and anxiety (Bedard et al., 2012).
Psychoeducation
Education can be a viable tool in reducing the stress and anxiety placed on
spouses of veterans with PTSD by simply increasing their knowledge regarding their
experiences. According to results from a study conducted by Norr et al. (2017),
psychoeducation alone can produce a significant reduction in anxiety levels. Veteran
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wives received psychoeducation on PTSD, secondary PTSD, caregiving, stress, anxiety,
self-care, and community. Two-thirds of spouses, in another study done on spouse
PTSD awareness, received no training on PTSD from their military community and
most of them only learned about it through television, online forums, or from other
families who were dealing with PTSD issues (Buchanan et al., 2011). All three groups
received psychoeducation on PTSD, secondary PTSD, stress, anxiety, thoughts and
belief systems, exercise, nutrition, self-care, journaling, gratitude, breathing techniques,
mindfulness, meditation, and other integrative approaches. The intervention group also
received all the previous topics in addition to faith, prayer, Biblical scriptures, gratitude,
forgiveness, and other related subjects.
Pharmacotherapy
Chronic stress and anxiety disorders are frequently treated with antidepressants.
However, a patient’s consistent use of antidepressant medication can be poor and is also
associated with harmful side effects (Jayakody et al., 2014). There are many different
types of medications prescribed to those suffering from stress and anxiety. Antidepressants are the first-line drug in addition to selective serotonin-reuptake inhibitors
(SSRIs) and serotonin-noradrenaline-reuptake inhibitors (SNRIs) (Craske & Stein,
2017). Before prescribing a medication there are different steps and patient history
questions doctors must ask and consider the responses. It is important to find out if the
patient has any other health conditions (heart, depression, thyroid, liver, etc.), what
medications they are currently taking, and if they have allergies to anything, especially
medications or their ingredients. According to Hubbard and Workman (2000), some of
the specific types of medications used to treat anxiety are selective serotonin reuptake
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inhibitors (SSRI’s), fluoxetine, sertraline, and paroxetine as they have an advantage
compared to tricyclic antidepressants as they are lower in anticholinergic side-effects or
death by overdose. SSRIs seem to be the most common drugs advertised to people
through television. SSRIs are typically the first-line medicine for those with anxiety
disorders (Farach et al., 2012).
Tricyclic antidepressants (doxepin, imipramine, nortriptyline, desipramine) are
usually more effective for those who have anxiety and report more severe depression
(Hubbard & Workman, 2000). Doctors prescribe trazodone for those diagnosed with
anxiety, have trouble sleeping along with SSRIs, but it may be less efficacious for those
who also suffer from depression (Hubbard & Workman, 2000). Nefazodone is one of the
most recent antidepressants similar to trazodone and has a benign side effect profile
(Hubbard & Workman, 2000).
Benzodiazepines (Temazepam, Zolpidem, Clonazepam, Alprazolam, Lorazepam,
Oxazepam) are effective in treating anxiety and sleep problems but have more intense
withdrawal symptoms and rebound anxiety. However, they have a shorter duration of
action and cause less sedation during the day (Hubbard & Workman, 2000). These use
to be the most common drug advertised for people suffering from anxiety, but SSRIs
now lead in media outlets. According to Farach et al. (2012), benzodiazepines
previously deemed as a first-line treatment for anxiety due to their tolerability and
equivalent efficacy, also fell into second in line when the SSRIs remained more tolerable
and efficacious.
Anxiety diagnosis is a leading mental health problem in the US and most of the
time overlaps with other diagnoses, which can make a difference on which medication
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doctors prefer. According to Hubbard and Workman (2000), 60 % of patients with
anxiety get their care from their primary care providers, and a large number do not
receive care. Drugs do not heal the person or help them with the cause of their stress and
anxiety, but rather address the symptoms. Results from a study done in 2017,
demonstrated a significant correlation between anxiety symptoms and sleeping
medication use. These medications are associated with worsening of health and adverse
health effects like depressive symptoms, chronic conditions, increased risk of falls, and
cognitive impairment (Harris et al., 2017).
Pharmacological treatments for stress and anxiety have become easier to access
and cause fewer side effects. However, other new updates from researchers related how
approximately one-third to one-half of people prescribed these medications do not feel
any stress or anxiety relief (Farach et al., 2012). Medications are not a cure-all, and
some do not work at all, which causes a person to at times go on and off different
medications until the provider finds one that works for them. Weich et al. (2014) stated
that CBT techniques are a strong alternative to the anxiolytic and hypnotic drugs used to
medically treat anxiety as this class of drugs can be addictive and associated with
increased mortality.
Life Coaching
Life coaches work to help guide and facilitate lasting change in their clients as
they move them along a continuum of results-oriented skills towards goal attainment.
The role of a life coach while not officially defined, currently lacks any type of national
education standards or required certifications to ensure proficiency. Downey (1999)
defined coaching as “the art of facilitating the performance, learning, and development

43
of another” (p. 15). The education and training for coaches is the result of over 50 years
of social psychology research, behavioral and positive psychology, organizational
leadership, and recent findings in neuroscience (Jordan, 2013). In a nutshell, life coaches
focus on the present, help the client set goals, establish their why, overcome obstacles,
guide the client in developing an action plan, serve as an accountability partner, and
celebrate wins with their clients. The life coach in this study helped the participants in
the intervention group to maximize their full God-given potential and helped all group
participants reach their desired results.
A life coaching’s foundation is positioned in wellness, a powerful grouping
designed to propel and enrich lifelong learning, effectiveness, and fulfillment (Arloski,
2009). Coaching focuses on the client’s future goals and the life coach serves as a guide
alongside the client in a journey towards self-discovery. Life coaching empowers clients
to take charge and ownership of their life and health by using their God-given skills and
potential. Education and coaching are effective for enriching key lifestyle behaviors,
which also link to better psychological results (O’niel et al., 2014). Life coaches ask
questions, then more questions to dig deeper, hold people accountable, actively listen,
while acknowledging and celebrating their client’s accomplishments. O’neil et al. (2014)
did a study where the life coaching program with health interventions such as exercise
and reducing alcohol resulted in an anxiety reduction. Life coaching is a method for
affecting behavior change that relies on theories of human development, social
psychology, and adult learning (Oddone et al., 2018). Some of the techniques used by
the life coaching in this study emerged from CBT.
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Cognitive Behavior Coaching
Cognitive behavior coaching (CBC) is simply having a life coach deliver CBT
techniques without the use of therapy. CBC helps clients to recognize, observe and alter
self-limiting, defeating beliefs, negative thoughts, counterproductive behaviors, and
troublesome emotions (anxiety) into more productive and positive behaviors while
becoming more capable of emotional management (Neenan, 2008). The focus is on the
client’s current concerns to help with their future actions. Some of the CBT coaching
techniques the life coach delivers to the spouses over the course of 21 days included
CBT and CBC core education, goal setting, reframing, thought challenge log, gratitude,
self-acceptance, journaling, visualization, challenging core beliefs, and the situation/selftalk/action/consequences (SSAC) model. Some other CBT techniques used included
awareness training, motivational interviewing, deep breathing, sleep management,
cognitive distortions, problem-solving, thought stopping, and cognitive restructuring
(Stanley et al., 2014). The life coach in this study used an integrative approach to help
the spouses learn new tools and skills to help them deal with their stress and anxiety.
Cognitive behavior coaching was a psychological track incorporated into the
practical track of coaching that helped eliminate obstacles to change like procrastination,
self-doubt, uncertainty, and self-criticism (Neeman, 2008). The CBC approach used
originated from different CBT techniques and skills. The goal of doing CBC with a
client is for them to become their coach when learning to modify their behaviors and
better resolve present and future difficulties (Neenan, 2008). This approach along with
standard life coaching process of setting goals, guidance, and motivational interviewing
was helpful in a combined approach.
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Integrative Life Coaching
Integrative life coaching is a form of coaching approach where the client is put in
the center and concentrates on the whole person, which includes their physical, mental,
emotional, social, environmental, and spiritual aspects. There is limited research on
interventions for spouses of veterans, including holistic and complementary practices.
(Lara-Cinisomo et al., 2019). Individualizing the life coaching approach to each person’s
goals meets the unique needs of the spouses while incorporating specific anti-stress and
anti-anxiety interventions backed by research. Each session had a stress management
technique or instructions about a lifestyle modification, which they infused into the
everyday schedule of the participant. Researchers ground integrative medicine in the
meaning of health. The World Health Organization (WHO), (n.d.) defined health as, “a
state of complete physical, mental and social wellbeing and not merely the absence of
disease or infirmity.” I discuss specific life coaching procedures in the methods section
of chapter four.
Goal Setting
It is vital to set personal goals at the beginning of a life coaching program. In the
first live group session, the participants in group one and group two received instruction
on setting goals using the S.M.A.R.T. goal process. S.M.A.R.T. goals are specific (S),
measurable (M), activity-related (A), relative (R), and Time-based (T). They show good
form validity and very good inter‐rater consistency, indicating assurance as a standard
method to writing and evaluating goals (Bowman et al., 2015). Using SMART goals
helped the participants write out a goal that was meaningful and doable for them in the
specific amount of time given, which for this study was 21 days. Voris and Steinkopf
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(2019) emphasized the need for additional research to assist wives of veterans with
PTSD in realizing or reclaiming goals and needs for themselves. Their results showed
they regularly sacrificed and did not achieve milestones because of the lack of
community support and time they devote to taking care of their husband and children.
While developing SMART goals is essential in coaching, it was also vital to address any
barriers or obstacles the participant might encounter when working on their goals.
Addressing this potential challenge led to participants not expressing surprise
when an obstacle arose and was better prepared to handle it since they proactively
developed a game plan with their coach. When the participants saw the positive behavior
changes, they could make in such a short amount of time, it helped reinforce their selfconfidence, and reliance on God to give them the strength to do it. Being able to have
success in reaching one’s personal goal with purposeful changes has a direct positive
effect on one’s mental health (Sheldon & Kasser, 2001).
Complementary and Alternative Methods
Complementary and alternative methods have become a well-liked and popular
trend in the last several years, and it is parallel with modern thinking based on the mindbody-spirit connection. The complementary and alternative methods used in this study
included guided imagery, meditation, breathing techniques, yoga, art, music, exercise,
nutrition, sleep health, and spirituality and faith. Integrative health combines
conventional and complementary approaches in a coordinated way.
Breathing Techniques
There are many different types of breathing techniques that can help reduce
stress and anxiety. Some of the breathing techniques consist of functional, deep
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breathing, alternate nostril breathing, and 4-7-8 breathing. Teaching functional breathing
(focus on normalizing rhythm, rate and pattern of breathing, effective use of the
diaphragm, and gentle nose breathing) techniques are not therapy, but people with
conditions such as asthma, anxiety, and panic attacks can learn through
psychoeducational teaching (Fedele, 2019). Participants adapt different types of
breathing technique strategies as they develop an overall awareness. Disordered
breathing links to stress, anxiety, and panic. Researchers found 10-25% of people in the
US over-breathe, and the prevalence of anxiety-related conditions compares to the rate
of asthma (Fedele, 2019). They concluded social stigma prevents open discussion. The
‘Breathe2Relax’ is a no-cost app participants can access on their smartphone, tablet, or
computer to do the breathing sessions.
Guided Imagery
Nguyen and Brymer (2018) defined guided imagery (GI) as a cognitive process
that utilizes the imagination to bring about positive mind/body responses by stimulating
the five senses to create images the body feels as real. Although not researched as much
as meditation, GIit proved effective for reducing stress and anxiety in several studies.
Nature-based GI can help those with limited access to nature. At times patients
participate in art projects after they have done a guided imagery session, as it can help
them get out of their thoughts and connect to their creative inner self. Guided imagery
has a simple process: (1) abdomen breathing, (2) relax, (3) deepening, (4) introducing a
subject and content, (5) long silent pause to connect with the content and make it a
personal creation, (6) return to the present and grounding, and (7) instruction for moving
the experience forward (Lane, 2008).
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Guided imagery does not require as much discipline and practice as mindfulness
or meditation and can consist of listening to a recorded audio or video while focusing on
the presenter’s voice, story, images, and narrative of what a person needs such as less
stress and anxiety, but more relaxation. In order to encourage visualization activity, GI
includes auditory, tactile, and olfactory images (Charalambous et al., 2015). GI is simple
to do and can lead people to other types of meditations or used when alone. The
different GI scripts used in this study described different images for the participant
lasting from five minutes up to fifteen minutes. An example of a GI session starts with a
breath awareness, followed by visualization of a place (decided by the participant) where
they feel relaxed, peaceful, safe, and comfortable like a beach, a special camp site, or a
relaxing deep tub bubble bath.
Meditation
Online groups practiced meditation, in different forms, at the beginning of each
session and in some of the daily accessed app audios. In addition to weekly meditation
in each group, participants agreed to do a daily practice either in the morning or before
bed and to log it in their workbook. They received encouragement to sit or lie down in a
comfortable position, observe their thoughts and emotions, let them pass without
judgment, and be reminded to have self-compassion. Meditation is an ancient technique
that can help people calm themselves. It is quickly growing in interest as it attracts
people to do holistic practices, which help them unwind in their busy fast-paced lives.
Meditation is mostly known as ancient Eastern meditation. It is important to note that
meditation is not just an Eastern practice, but one prescribed and commanded by God
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numerous times in the Bible. This fact concerning meditation is not common knowledge,
including for medical providers and therapists.
Body scan meditation can be very powerful and healing. It uses some of the
same types of practices as mindfulness and adds a mental scan over the body with the
mind from the toes to the head. When doing a body scan, the person is thoroughly and
purposefully moving their attention through the body, concentrating on the numerous
sensations in the various regions without moving. They can put their mind in tune to any
place on or in the body they want and be mindful of those sensations at that very
moment (Kabat-Zinn, 2003).
Mindfulness
Mindfulness incorporates focused attention, a pause of judgment, and increasing
awareness of the present. Formal practice examples are body scan, mindfulness of
breath, body, thoughts or emotions, and mindful walking whereas information practices
include mindful eating and mindfulness of daily types of activities (driving, brushing
teeth, showering, cooking) (Lara-Cinisomo et al., 2019). A recent study by Khalsa et al.
(2015) showed how mindfulness can be effective for treating depression and anxiety.
Mindfulness helped people to focus on the present and on their current
surroundings, which included being mindful of every breath they take. It can give
someone a new outlook allowing them to re-assess their anxieties while learning a
healthy coping skill to rethink stressful situations when they arise. Mindfulness-based
stress reduction (MBSR) may assist those who care for family members to better
manage the chronic stress that comes with caregiving (Whitebird et al. 2013). Western
nations pursue mindfulness as a secular and therapeutic practice often categorized as a
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complementary approach to health. Western mindfulness is different from the type of
mindfulness that aligns with traditional Buddhist practices. Mindfulness is very often
used as therapy for anxiety and mood disorders (Hoffman et al., 2010). Mindfulnessbased practice’s basic premise is for the participant to experience their lives in a
nonjudgmental and open way toward themselves, which can effectively counter the
effects of stress (Kobat-Zinn, 2003). Researchers found the excessive emphasis on the
future or past when dealing with stress can be related to feelings of depression and
anxiety (Kobat-Zinn, 2003). The specific way of breathing one does in mindfulness is
deliberate and focuses on the present and paying attention to each breath. Taking slow
and deep breaths in mindfulness meditation can ease bodily symptoms of distress by
evening out sympathetic and parasympathetic responses (Kobat-Zinn, 2003).
Psychotherapies incorporating mindfulness techniques (e.g. mindfulness-based
cognitive therapy, MBCT) hold promise for reducing emotional distress and symptom
severity across several psychiatric conditions with anxious and depressive
symptomatology (King et al., 2013). In addition, mindfulness also helps other areas of
life that may be out of control for someone who experiences stress and anxiety such as
sleep, pain, and panic. Garcia et al. (2014) did a study, which supported mindful
meditation assisting people suffering from insomnia.
Although meditation did promote anxiety reduction, the effects were unclear
regarding affecting positive mood, attention, substance use, eating habits, sleep, or
weight management (Bartkowski et al., 2017). This factor influenced the decision to
include it as only one part of an integrative coaching program. Researchers are
beginning to distinguish individual trait anxiety levels with responses to meditation.
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Lower trait anxiety compares well with a shift toward meditation-induced internal
attention, while higher trait anxiety correlates with a tendency toward meditationinduced relaxation (Stanley, 2009). Mindfulness can also help someone to naturally fall
asleep as they go into unconsciousness and focus solely on their breath. Bergen-Cico et
al. (2014) also suggested that mindfulness can lower cortisol levels.
Exercise
Exercise is one of the easiest and effective ways to prevent or reduce anxiety, but
it is not effortless. Consistent physical exercise reduces tension in the muscles, manages
adrenaline more quickly, acts as an outlet for frustration, increases oxygen to the brain,
stimulates endorphins, enhances digestion and circulation, and decreases blood pressure
(McKay, 2011). Exercise includes any type of workout, movement, or activity including
walking. Physical exercise helps increase physical health and helps mood and anxiety
disorders (Powers et al., 2015). Physical activity also causes the body to produce
serotonin and endorphins in the brain, which is good for healthy moods. Exercising 45
minutes a day for at least five days a week is a healthy target for people with stress and
anxiety to reach. Adults who are more apt to have a stressful lifestyle gain more from
the exercise than those who do not (Jayakody et al., 2014). This was very promising as
the spouses in this study who experienced stress and anxiety learned about weekly
exercise.
Jayakody et al. (2014) conducted three separate meta-analyses. The results
substantiated the claim exercise assisted in decreasing anxiety and seemed to reduce
anxiety symptoms among sedentary patients suffering chronic illnesses (Jayakody et al.,
2014). As discussed, exercise can have major benefits on a person’s mental health. The
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findings suggest that three weeks of high‐intensity resistance exercise produced
significantly larger reductions in anxiety as well as improved global sleep quality
relative to a time‐matched contact control condition (Whitworth et al. (2019).
Researchers noted how exercising outside showed a decrease in anxiety levels whereas
exercising indoors predicted higher somatic anxiety (Nguyen & Brymer, 2018). The
participants of this study were encouraged to perform their exercises outdoors when
possible, including yoga.
Yoga. Yoga is an ancient practice that some call science and it is said to be
derived from India, but other religions including Christianity found some aspects of
yoga to be of a spiritual nature. Although yoga existed for many centuries, few people
practice yoga. A national study showed only 7.5 % of U.S. adults attempted yoga at least
once, and barely 4 % practiced yoga in the last year (Harvard, 2018). Many people use
yoga for several different holistic reasons including balance, breathing, and calming.
According to Cramer et al. (2018), yoga has become a popular method to improve
wellness, which can integrate instruction on yoga with healthy lifestyle advice. One of
the primary reasons why people use yoga is to help treat their stress and anxiety. Yoga
practitioners reported decreases in their stress and feeling more relaxed (Cramer et. al.,
2018). Along with other combined techniques and methods of study, participants
received an introduction to yoga. Khalsa et al. (2015) found the practice of yoga held
promise for treating GAD, panic, depression, sleep, and quality of life when combined
with CBT techniques.
Sleep. Sleep is an essential function the body needs to recuperate, heal, and
maintain energy. Staner (2003) estimated 60-70 % percent of patients with GAD
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experience trouble sleeping (insomnia), indicating insomnia represented the main
symptom of GAD (Staner, 2003). If someone struggles to get sleep due to anxiety,
insomnia, or a mix of both, unfortunate side effects on the body occur as our bodies
recover and repair while we sleep. Since many people with stress and anxiety have
trouble sleeping, it exacerbates their problems making sleep hygiene important to
address. Researchers confirmed a strong relationship exists between insomnia,
depression, and anxiety, designating insomnia as a risk factor (Taylor et al., 2005).
Those who suffer from stress and anxiety usually have sleep problems because their
mind is racing, thinking about what they did not do that day, what they must do the next
day, financial concerns, and other stressors. Eighty-eight percent of veteran spouses
experience increased stress and anxiety as a result of carrying out caregiver tasks, and
77% shared sleep deprivation was also problematic (Ramchand et al., 2014). Many may
wonder if their poor sleep contributed to their anxiety or if their anxiety caused their
sleep issues.
Researchers discovered the relationship between sleep issues, stress, and anxiety
was bidirectional, which infers sleep problems potentially causes anxiety, and anxiety
disruptive to achieving restful sleep. Similar to anxiety, sleep problems affect how
someone functions emotionally, mentally, and physically (Staner, 2003). It is important
to find the root cause as it would assist in overcoming and/or coping with insomnia or
anxiety. Researchers suggested in 18 % of cases, insomnia occurred before anxiety, 38.6
% of cases showed both anxiety and insomnia occurring at the same time, and 43.5 % of
cases showed anxiety occurring before insomnia (Staner, 2003). Addressing sleep as a
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common symptom of mental distress underscores the need to learn techniques to
improve achieving peaceful rest.
Essential Oils. Aromatherapy encompasses different holistic qualities.
Aromatherapy uses essential oils for the purposes of healing, which include relieving
pain, killing bacteria, and maintaining overall well-being (Ayik & Ozden, 2018). This
study utilized essential oils to increase feelings of calm and comfort through the sense of
smell. Aromatherapy promotes physical, mental, and psychological health, and enhances
vitality with therapeutic components of refined essential oil extracted from various
plants (Karadag et al., 2015). Extractions from plants, essential oils are used on the skin,
inhaled, and many people also ingest them. The oils digested must be of a certain edible
grade. Aromatherapy made from natural plant extracts can be made into essential oils,
hydrosols, and carrier oils, and used in different ways to heal the body, mind, and spirit
(NAHA, n.d.). In this program, the participants will not use ingestible oils.
Certain oils contain calming and soothing qualities such as lavender, lavandin,
mandarin, rose, bergamot, and frankincense. Lavender oil's primary use is as a sedative,
along with its calming effect, which helps with sleep. Among the claims made for
lavender essential oil, which is commonly used in aromatherapy, is its effect on the
amygdala and its relaxing, sedative effects and carminative (smooth muscle relaxing)
qualities, thus affecting sleep quality, as well as its antibacterial, antifungal, antidepressive, and stress‐reducing qualities. A study of 60 patients, (30-intervention and
30-control) asked to inhale two drops of lavender essential oil to a 2 × 2 cm cotton gauze
nightly. They held the gauze approximately 12 inches below their nose and breathed for
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20 minutes for 15 days revealing lavender increased quality of sleep and reduced the
level of anxiety in participants (Karadag et al., 2015).
This contributed to sharing lavender as an essential oil for participants to use if
they were not allergic. In another recent study, lavender aromatherapy was combined
with a lavender oil massage resulting in decreased anxiety levels (Ayik & Ozden, 2018).
Researchers encouraged participants to combine modalities, using aromatherapy in
conjunction with mindfulness or meditation. Redstone (2015) suggested aromatherapyenhanced mindfulness meditation as offering a cost-effective therapeutic intervention for
decreasing perceived levels of stress and anxiety among persons based on outcomes of a
recent study.
Nutrition. Nutrition includes foods used to feed our bodies. Food is one of the
most powerful medicines on the planet as it can improve the expression of a thousand
genes, balance dozens of hormones, and optimize tens of thousands of protein networks
(Warren et al., 2013). It is important to provide information on food to those who suffer
from stress and anxiety so they can learn the benefits and make healthy changes. Food
can cure most chronic diseases and works faster, better, and cheaper than certain drugs,
with predominately beneficial side effects (Warren et al., 2013). Spouses continue to
learn how foods affect our moods. For example, caffeine can aggravate anxiety and
interfere with the ability to sleep while sugar contributes to anxiety in emotional
regulation (McKay, 2011).
Specific foods act as anti-anxiety foods, assisting in preventing anxiety. Because
anxiety links to the prevalence of certain diseases, those with mood disorders often
develop bad eating habits which lack fruits and vegetables but include excessive fats and

56
sugars (Murphy & Mercer, 2015). Researchers suggested avoiding consumption of
caffeine, aged cheese, salami, wine with sulfites, and foods with nitrates. Stress eating is
a health issue potentially causing some people to overeat as they try to soothe
themselves with comfort-type foods, which are mostly unhealthy. Weight gain is the
first health issue spouses notice. Cortisol increases with stress, which can lead to weight
gain. Increased cortisol can cause a domino effect of bad health issues. Exhaustion and
burnout are other types of health issues, which affect a spouse’s energy levels.
The participants created their individual eating plans, without recommendations
of specific diets. They received information on using food for energy, eating clean, and
accessing local whole foods, underscoring how healthy cooking does not have to be
difficult or overwhelming. They received encouragement to begin swapping a few items
like switching regular cooking oil with olive oil, regular table salt with Himalayan salt,
baking, and boiling versus frying. Eating for health and wellness is more about
balancing and finding a happy and healthier balance method of eating (Deinlein, 2018).
In addition to what people eat, how often and how regular is also important when it
comes to affecting anxiety behavior as it helps control hormones (Murphy & Mercer,
2015). It is important to eat frequently and not skip meals.
Prepping meals weekly helped spouses feel more successful as they knew what
foods they and their partner enjoyed eating and how to prepare those specific meals.
Incorporating the purchase of seasonal foods, understanding frozen options, along with
meal planning into the family lifestyle also helps with budgeting (Deinlein, 2018).
Readily available healthy food can replace fast food consumption. There was an
emphasis placed on the importance of dedicating time to make a weekly menu, write out
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a shopping list, and do the grocery shopping. They received suggestions such as
shopping the perimeter of the store as the best way to avoid junk food aisles.
Journaling. People who journal daily resulted in better health outcomes than
those who do not. Journaling can include logging foods eaten, water intake, daily
exercise, calories burned, and current mood along with stress and anxiety levels. A 21day study completed by Starr and Davila (2012) documented how journaling daily
influenced temporal patterns of anxiousness and depressed mood. As a life coaching
exercise, keeping a journal can be useful for many different reasons. Writing in a
journal daily could be as effective as cognitive-behavioral therapy (CBT) (Stice et al.,
2006).
Daily journaling. Journaling every day facilitates reflection and can spark useful
brainstorming about how to better strive toward achieving personal goals. Coaches can
help ensure their clients’ journaling provides some guidance. To assist a client
in journaling, one can use an acronym recommended by Positive Psychology
(Ackerman, 2019), which is the handy JOURNAL acronym:


J – Judgement-free

Encourage your clients to write whatever is in their hearts. This journal is
personal, private, and a safe space to express their thoughts and feelings.


O – Observation

Journaling is an excellent opportunity for clients to step into an observer role.
Instruct your clients to write down things that happen to them and spend some
time thinking about how they interpret them.
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U – Understanding

Piggybacking off observation, what we observe can help us reach understanding
about ourselves. How we perceive what happens to us is more important than
what happens to us and observing how we think can help us understand our
thought patterns, which can lead to effective management of our thoughts and
behaviors.


R – Revelation

This process can often lead to revelations about our desires, dreams, our goals,
and aspirations. Journaling can help us get in touch with our core selves.


N – Needs Assessment

Keeping a daily journal makes it easier to notice problems and potential
solutions, as the simple act of writing something down can make it seem simpler
and clearer. Keeping everything bottled up can be extremely harmful, and just
putting pen to paper can sometimes be adequate to release some pressure.


A – Awareness

Writing down your experiences helps your client to take a wider perspective on
their life, as well as reminding them of problem areas and things they have to be
grateful for. Raising awareness of these areas is the first step towards making the
necessary changes and appreciating what they have.


L – Life

Quality journaling is known to be an effective way to de-stress and decrease
anxiety. Just a few minutes a day can have a major impact on health and happiness.
Because of the research showing how journaling can affect anxiety, the participants
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received encouragement to write daily. According to LaClaire (2008), journaling can
result in reducing physical symptoms, health problems, and anxiety in women (LaClaire,
2008).
Environment
An environment consists of a person’s physical surroundings, their living
situation, places they go to or travel to, along with their social surroundings. Scientists
defined mental health environments broadly, suggesting it embodies everything that is
not an inherited gene. Some of these things can include chemicals used in their physical
home, access or no access to nutritious foods, safe homes, clutter-free, psychosocial
conditions, relationship stresses, triggers, and other factors. According to Schmidt
(2007), psychosocial and physiological stressors can interact with genetic weakness and
modify brain chemistry, therefore changing a person’s mental health. Limited research
exists detailing how the environment directly affects stress and anxiety, but rather it
includes overall mental health. To show the amount of evidence pointing to how the
environment plays a role in psychological disease, Schmidt (2007). executed a study on
identical twins where one becomes depressed, schizophrenic, or experiences mental
health challenges. The risk on the other twin is less than 50%, suggesting environmental
influences must be involved.
Living Surroundings
The environment surrounding a person's lives and functions daily can largely
affect their mental health including their home or work settings. For example, if they
have a cluttered house, unorganized, dirty, overcrowded, or otherwise stressful, it can
cause added stress and anxiety. In addition to those, some other examples of hazardous
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surroundings include the inability to sleep, air-filled smoke, residing with substance
abusers, exposure to pollution, extreme weather (rain or snow), and dangerous
conditions at work (IU, n.d.). Participants in this study learned more about how
environments affect their mental health and wellbeing and they received encouragement
to assess their living environments. Some other social environmental factors can include
not having a support system, history of abuse, lack of spirituality, lack of meaningful
work or hobbies, and lack of self-care or relaxation (IU, n.d.).
Nature
Many people believe being in nature is relaxing and tranquil as they enjoy going
to the ocean, lake, river, mountains, or a park. Researchers indicated nature can facilitate
experiencing various positive psychological health and wellbeing indicators such as
enhancing vitality, happiness, mood, and self-esteem, along with reducing stress and
anxiety (Nguyen & Brymer, 2018). Spending time in nature has demonstrated an
anxiolytic (anti-anxiety drug) effect (Nguyen & Bryman, 2018). Another study
conducted in 2014, found people who have higher amounts of spending time in nature
had significantly lower levels of overall state and trait cognitive anxiety (Martyn &
Brymer, 2014).
Grounding was one of the topics introduced to participants. Grounding is
reconnecting with the earth’s electrons, which can enhance fascinating physiological
modifications and reports of well-being (Chevalier et al., 2012). Grounding is spending
10-15 minutes a day walking barefoot. Grounding is an evidence-based practice shown
to connect people to the earth, which can reduce inflammation, lift mood, and decrease
anxiety (Chevalier et al., 2012). Grounding helps to improve sleep, decrease pain and
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stress (anxiety, depression, and irritability) by walking barefoot outside or sitting,
working, or sleeping indoors connected to conductive systems that transfer the earth's
electrons from the ground into the body (Chevalier et al., 2012).
Faith-Based Life Coaching
What is so interesting about psychology and the research done on its theories and
techniques is that it often reinforces what the Bible has already declared. Jesus said,
“According to your faith, let it be done to you” (Matthew 9:29, NIV). Faith-based life
coaching includes the same constructs as secular or regular life coaching as discussed
previously. With the addition of Biblical support, it encourages the client to become
empowered through their God-given skills and potential. When people have a
relationship and connection with God, they can rely on His strength to get them through
when they are weak. The scripture that supports how people can gain their strength
through God is, “I can do all things through Christ who strengthens me” (Phil. 4:13).
Faith-based life coaching is a hopeful form of a health intervention especially when a
person’s image of God and trust in Him influences their positive response to the
coaching topics. Christian faith-based interventions and psychotherapy incorporate
different practices and they often integrate them together such as prayer, mindfulness
meditation, biblical scripture reading, and expressing gratitude. It is possible to integrate
many of the practices in psychotherapy (Sandage & Brown, 2018).
Biblical support includes supporting the life coaching component with scripture
references. Scripture has a strong stance when it comes to providing direction to those
who suffer from stress and anxiety. For example, when coaching on anxiety the
following scripture can be shared and discussed, “Be anxious for nothing, but in
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everything by prayer and supplication, with thanksgiving, let your requests be made
known to God; and the peace of God, which surpasses all understanding, will guard your
hearts and minds through Jesus Christ” Philippians 4:6-7 (NKJV). Scripture includes
countless stories of people who underwent psychological distress, which helps us
empathize with human anguish and reminds us of our Christian responsibility to help
those who suffer (Entwistle, 2015). Another Scripture is 1 Peter 5-7, “Cast all your
anxieties on Him because He cares for you.”
Faith-based coaching focuses on God’s plan and purpose for people’s lives, their
Christian worldview, spirituality, relationship with God, along with how God controls
their lives, and their overall faith (belief) in His promises. Having a Christian worldview
reminds us of the most important purpose of a person’s life is to love and serve
(Entwistle, 2015).
This type of coaching requires delivery from a Christian life coach. It is vital for
the coach to let the client know the coaching is faith-based so there are no surprises. The
client must agree to be willing to receive the faith-based teachings. Faith-based coaches
help guide clients to become something more than they are now and encourage them to
overcome things they are struggling with, not through their strength, but through God’s
strength. They see God using them as His tool to help guide His people. Some of the
tools faith-based coaches bring into their coaching are prayer, modeling Jesus, believing
God is at work in the coaching session, faith influences questions asked, using their own
faith journey story, and using the Bible as the ultimate resource (Duncan, 2012). In oneon-one coaching sessions, faith-based coaching acts as a triune coaching session, which
includes the client, the coach, and the Holy Spirit. This niche of life coaching will
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strengthen the participant's faith as they draw closer to God each day; learning what His
word says about overcoming stress and anxiety while being a helpmate to their spouse.
Faith-based life coaching shifts the focus from putting the person in control of
their life plan according to their life purpose to seeing God as the one with the ultimate
control and a person’s life is of His divine design and His purpose for their life. Many
debate religious types of mental health treatments (including stress and anxiety), but in
the last half-century empirically testing of these theological theories strongly supported
improving mental health well-being (Shreve-Neiger & Edelstein, 2004). Although, it
seems faith-based coaching is an unexplored area, along with how it can affect stress
and anxiety in female spouses of veterans with PTSD.
There are many spiritual and biblical views on stress and anxiety shared with the
participants, including daily scriptures for meditation. Faith-based life coaching from a
Christian perspective offers special attention to the biblical foundation of coaching. It
supports the idea that mental, emotional, physical, and spiritual aspects of life,
contribute to forming the whole person. Doctors and mental health providers found
growing evidence that people’s spiritual lives relate to their physical and mental wellbeing, such as improving the lives of those who suffer from cancer, heart disease,
depression, anxiety, and other health ailments (Shreve-Neiger & Edelstein, 2004).
Faith and Attachment to God
This study captured each participant’s faith, spirituality, and attachment to God
by having them complete a Santa Clara strength of religious faith questionnaire
(SCSRFQ) scale pre- and post-study to assess any changes for those who participated in
the faith-based coaching compared to those without faith-based coaching. Attachment to
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God refers to an emotional bond between a person and God that resembles a close bond
like that of a parent and infant while acting as a gauge of comfort and safety
(Kirkpatrick, 1992). When people believe in God and learn what His word says in
support of certain things they endure (like stress and anxiety), they may be more apt to
follow His instruction when it comes to taking good care of their body and their health.
As it says in 1 Corinthians 6:19-20 “Do you not know that your body is a temple of the
Holy Spirit, who is in you, whom you have received from God? Therefore, honor God
with your body.” A study was done which supported Christian participants in a specific
type of group psychotherapy that included psychoeducation, dynamic-interpersonal, and
cognitive interventions positively affected their God attachment and image of God
(Anderson et al., 2011).
Faith-Based Psychoeducation
Veteran spouses in the faith-based group received the same psychoeducation as
the regular groups on PTSD, caregiving, secondary PTSD, spouse stress and anxiety,
self-care, and community with the addition of faith-based biblical supportive
information. It was important for participants to not just be told what to do, but to learn
about new things while receiving topical information. Psychoeducation was supported
by Hosea 4:6 (NIV), My people are destroyed from lack of knowledge.” The faith-based
information for psychoeducation included what scripture says about trauma, stress, and
anxiety, in addition to what it says about wives caring for their husbands and the
importance of self-care. The scripture supporting this is Solomon who said, “Where
there is no guidance, the people fall” (Proverbs 11:14). It was important for the
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participants to learn about the topics introduced to them in a thorough way that
explained any areas they may not recognize as common knowledge.
Faith-Based Cognitive Behavior Coaching Techniques
Faith-based CBT, as used within this study, devoted the use of biblical scriptures
or faith-based beliefs acknowledging God as Creator, the One who is captivated in the
well-being of His people (Ceramidas, 2012). Veteran spouses in this faith-based
intervention group received the same cognitive-based techniques as the secular group, in
addition, to support from biblical references, scripture, and passages. Religiously
integrated cognitive-behavioral therapy demonstrates how daily religious practices
(contemplative prayer, Scripture memorization, praying for others, etc.) improve
psychological skill and agility. In the past several decades, many published theoretical
and empirical researchers integrated CBT and spirituality to effectively treat mental
health problems (Pearce & Koenig, 2012).
The Bible is clear when it says to take our thoughts captive in 2 Corinthians 10:5,
“We demolish arguments and every pretension that sets itself up against the knowledge
of God, and we take captive every thought to make it obedient to Christ” (NIV). Taking
one’s thoughts captive is simply being aware and learning how to control (with God’s
help) what one chooses to think about. Spiritual development becomes an important
support for the development of such skills. For example, religiously integrated
cognitive-behavioral therapy integrates CBT skills into the structure of daily religious
activities that combined with other religious resources (i.e., reading Christian literature,
having discussions with religious leaders, participating in sermons), helping the client to
overcome depression and anxiety (Budu, 2019).
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Christian spirituality supports providing care for a persons’ health, which begins
in the mind (soul), giving care and respect to how the person is in relation with themself,
with others, and with God. In a faith-based approach to CBT biblical truth encourage
inquiring about, “What does God have to say about this?” What does your faith have to
say about this?” (Tan, 2011). Some of the faith-based CBT techniques used in the
intervention group included CBT bibliotherapy approach (healing through reading),
renewing of the mind, memorizing the scriptures, contemplative prayer, and the
participant’s faith, spiritual, or religious resources.
Several researchers examined the effectiveness of Christian cognitive behavior
techniques using scriptures, religious imagery, spiritual coping, prayer, and Christian
theology, for the treatment of depression (Pearce & Koenig, 2012). Romans 12:2
supports faith-based CBT techniques as it says, “Do not conform to the pattern of this
world but be transformed by the renewing of your mind. Then you will be able to test
and approve what God’s will is—his good, pleasing and perfect will.” With God’s
guidance, it is possible to take thoughts captive. Researchers who conducted thoughtful,
biblically based critiques of CBT, also determined that it has numerous strong points,
thus it is likely to be one of the more fruitful models for Christians to explore the ability
to integrate into other schools of thought (Tan, 2011).
Faith-Based Goal Setting
Veteran spouses in the faith-based group received the same information as the
secular groups in respect to participant goals with the addition of biblical support. They
discussed SMART goals in-depth as setting goals is essential in life coaching programs.
The participant's understanding of their objectives elicits a firm commitment from them.
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The scripture that supports this is, “Commit to the Lord whatever you do, and he will
establish your plans” (Proverbs 16:3). The God people serve can accomplish the
impossible and there is not anything that He alone cannot do. People can believe that He
journeys along with them and always has their best interests in mind. He is trustworthy
and faithful. The Bible is clear when it speaks about goals and writing them out. One
example is the scripture about the righteous living in faith, “Write the vision; make it
plain on tablets, so he may run who reads it” (Habakkuk 2:2, ESV).
Faith-Based Complementary Alternative Approaches
Complementary and alternative approaches are holistic because they include
treating the whole person (body, mind, emotions, spirit, and soul). Therefore, those who
are believers or see themselves as spiritual become drawn to complementary and
alternative approaches as another modality of care (Curlin et al., 2009). Holistic also
means taking care of people’s spiritual health and for Christians, it translates to caring
through faith of the healing power of the Holy Spirit. Biblical references and scripture
provided the specific approach used. A set of different complementary approaches
support a person’s biblical encounters, allowing them occasions to encounter the Bible
both cognitively and emotionally through audio and visual resources led by a believer
(Hunt, 2020).
Prayer
Prayer provides a source of comfort and hope to people who are dealing with
mental or health issues and considered a complimentary alternative treatment when it
comes to contemporary medicine (Green, 2018). Prayer serves a spiritual role in
communities as it provides a morally grounded belief in a supernatural power (God). For
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believers, prayer creates a rising trust in God and openness to transformation essential
for healing (Stanley, 2009). Even though prayer and other spiritual practices improved
health and QOL in all disease states across all populations, healthcare practices place
little emphasis on integrative spiritual practice and focus mostly on drug therapy even
though no drug has shown such robust effects across so many disease states as prayer
(Stanley, 2009). Many types of investigators studied prayer using different types of
methods as they sought to find how it can affect different physical and mental health
issues. In 2005, researchers showed that prayer was the most frequently used
complementary and alternative method, leading to the National Institutes of Health
grants a minimum of 3.1 million dollars to research prayer’s effect on heart disease,
AIDS, cancer, and other deleterious conditions (Davis et al., 2005).
Participants learned about the power of prayer. Prayer is used by people of all
theistic faiths and even people who do not believe in a certain religion or denomination
(Green, 2018). They did not need to have experience praying, as they learned how
simple it can be. Prayer as an intervention, prayer can help people attain relaxation,
peace, rest, calm, and overall mental health and wellbeing (Green, 2018). The Bible
encourages people to pray about anything to God. A scripture that supports this is
Philippians 4:6-7, “Do not be anxious about anything, but in everything by prayer and
supplication with thanksgiving let your requests be made known to God. And the peace
of God, which surpasses all understanding, will guard your hearts and your minds in
Christ Jesus” (NIV). Different types of prayer and their connection to an integrated,
relational faith life with the Divine may be critical elements in the effect of prayer on
health and healing (Stanley, 2009). Participants learned the reasons why many people
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believe prayer can be helpful, even if its benefits are not always immediate. In this
intervention group, they learned how there is healing and instruction on stress and
anxiety available to us. Scriptures from the Bible supported the instructions offered. In a
study done by Bartkowski et al. (2017) their review of relevant research indicated
prayers associated with lower levels of anxiety. The life coach started and ended every
session with prayer with the intervention group only. Most studies show a correlation of
more positive perceptions of disease with those who are active in a faith community and
who pray about their illness (Stanley, 2009). Silent prayer can be as simple as breathing
in and out.
Faith-Based Breathing Techniques
Veteran spouses in the faith-based group received the same breathing techniques,
previously discussed in-depth, as the other participants with the addition of Biblical
support. Referred to as breath prayers, Christian breathing also known as a triune
synthesis of (1) many events, teaching, and stories within Christianity, combined with
(2) Christian disciplines such as breathing, centering prayer, praying, and linked finally
with (3) Christian virtues such as silence, humility, reverence, detachment, and
compassion (Mudge, 2019). An example of a faith-based breathing exercise authored by
this writer is the following:
[breathing in] Good morning God, [breathing out] thank you, [in] for this new
day, [out] thank you, [in] for the air you have given me; [out] Thank you; [in]
For your unconditional love, [out] thank you, [in] for your grace, [out] thank
you, [in] for the bird’s chirping, [out] thank you; [in] for the warm sun, [out]
thank you, [in] for you strength when I am weak, [out[ thank you, [in] for your
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hedge of protection, [out] thank you, [in] for this day, [out] thank you, [in] for
your love, [out] thank you, [in] for this breath, [out] thank you, and so on.
Scripts like the one above can be used, but faith-based breathing techniques do
not require them as it purely requires a natural rhythm of breathing, a willingness to
devote time in God’s presence, and following the ‘discipline’ of breathing and
receptivity (Mudge, 2019). A quiet still awareness, a deep inner listening, engaging heart
and mind on God’s word, while connecting with Him can help bring calm and relaxation
for spiritual well-being. The word ‘Spirit’ and ‘breath’ are used interchangeably in many
biblical passages such as this one “For as many as are led by the Spirit [Breath] of God,
they are the sons of God” (Romans 8:14, NKJV).
Faith-Based Guided Imagery
I discussed guided imagery in-depth in a previous section. With research studies
demonstrating who spirituality relates to positive results in mental and physical health,
advancing spiritual experiences for patients should be considered an advanced technique
for helping them heal or cope with poor health (Lane, 2008). Guided imagery is another
way to pray, as one imagines a story from the Bible, they can experience it, and use it as
a form of meditation. Guided imagery also used to share biblical stories and the word of
God. The Bible supports guided imagery in Matthew 13:34, “Jesus always used stories
and illustrations like these when speaking to the crowds. In fact, He never spoke to them
without using such parables (NLT). Veteran spouses in the faith-based group receive GI
scripts based on a Christian worldview (See Appendix N).
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Faith-Based Meditation
Secular meditation concerns being in the present, faith-based meditation is about
being in God’s presence. A scripture that supports this is in Psalm 119:15, “I will
meditate on your precepts and fix my eyes on your ways” (ESV). Faith-based meditation
is a practice that allows us to be still and see that God is God as He leads us to spiritual
increase, emotional strength, deeper intimacy with the Lord, and spirit stabilizing peace
(Morgan, 2017). Again, meditation is mostly known as ancient Eastern meditation, but it
is important to note that meditation is not just an Eastern practice, but one that is written
as a spiritual practice commanded by God in the Bible numerous times. Faith-based
meditation is not able to drain our minds of all content, like secular meditation. It is
about filling our thoughts with biblical scriptures and passages that come to mind
(Morgan, 2019).
Christian meditation enhances psychotherapeutic processes and outcomes, such
as decreasing clients’ anxious thoughts and emotions as well as increasing caregivers’
psychological well-being with deepened spiritual values (Hansen et al., 2008). The
intervention group participants also became familiar movement meditation. They used
breathing exercises combined with dance movements for calming, which consisted of a
sequence of 14 moving poses developed to represent all the elements of nature, such as
the sun, moon, wind, and the rain, which tells the story of creation in a meditative
sequence (Mudge, 2019).
During each session, the faith-based intervention group received meditation with
Christian topics. Researchers found positive correlations among prayer and health
outcomes that are more clearly associated with meditative forms of prayer than with
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supplication or repetition of prayers (Stanley, 2009). They included different types of
meditation, for example, faith-based body scan meditation, a meditation on psalms, and
specific biblical topics. The Bible modeled faith-based meditation numerous times
including in Mark 4:20, where Jesus advised His followers to “hear the word, accept it,
meditate on it, act on it, and bear fruit” (The VOICE) and in Philippians 4:8 where the
apostle Paul said, “Think about things that are true, noble, and gracious, and to meditate
on those things” (The Message). Meditation scripts for the faith-based group had a
spiritual connection to God as it consisted of connecting with God and being present
with God and His word instead of focusing solely on themselves (See Appendix M).
Christian-Based Mindfulness
A Christian adaptation to the practice of mindfulness requires a comparison of
Christian doctrine with Buddhist teachings to accurately align the components of the
intervention to a Christian worldview. As discussed earlier, for the Buddhists, the goal
of mindfulness meditation is to attend to experience in a way that results in detachment
from the senses to encounter enlightenment, which they understand as freedom from the
illusion of the self (Symington & Symington, 2012). From a Christian worldview, God
is not vague, but rather is personal, knowable, and nameable (Erickson, 1998).
Therefore, an adaptation of mindfulness to a Christian worldview requires addressing
God as a personal being, in the manner in which He is self-identified in Scripture. This
is described in Jeremiah 10:10, “But the Lord is the true God; He is the living God and
the everlasting King.” In a study done by Bartkowski et al. (2017) their review of
relevant research indicated the association between prayer and meditation and reduced
levels of anxiety.
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A research comparison of mindfulness techniques with integrated spiritual
approaches showed integrated spirituality as more successful (Stanley, 2009).
Mindfulness is an awareness of self and the present moment, whereas faith-based
mindfulness is a specific type of attentive awareness to the constant loving presence of
God. Colossians 3:2 supported focusing on God, “Set your minds on things that are
above, not on things that are on earth.” Integrating faith with mindfulness is a practice
researched in numerous studies. According to Shreve-Nieger and Eldenstein (2004)
researchers concluded their study results supported their hypothesis that contemplative
prayer (prayer that uses meditation as a means of relating to God in a nondemanding and
non-defensive way) would show a decrease in levels of anxiety. When one is learning to
be mindful, one is consciously focusing on being in the present and thinking about good
things. A scripture supporting this is Philippians 4:8-9, “Finally, brothers, whatever is
true, whatever is honorable, whatever is just, whatever is pure, whatever is lovely,
whatever is commendable, if there is any excellence, if there is anything worthy of
praise, think about these things. What you have learned, received, and heard and seen in
me—practice these things, and the God of peace will be with you” (NIV).
Faith-Based Exercise
Veteran spouses in the faith-based group received some of the same exercise
content as the secular group, in addition to receiving scriptures supporting how exercise
is biblical, along with separate exercise ideas focusing on God’s presence and strength.
Exercise is a powerful tool in fighting stress and anxiety, as previously discussed.
Numerous researchers documented the results of exercise as effectively reducing stress
and anxiety while uplifting moods. Our bodies given to us by God are each person’s
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responsibility to care for. A scripture that supports this is 1 Corinthians 6:19-20 as it
says, “Your bodies are temples of the Holy Spirit, who is in you, whom you have
received from God? You are not your own; you were bought at a price. Therefore, honor
God with your bodies” (NIV).
Some researchers agreed t faith-based programs in a community setting can
improve moderate-to-vigorous exercise and can also help address health gaps by
reducing barriers that might otherwise reduce access to exercise opportunities for some
populations (Wahowiak, 2017). Veteran spouses with anxiety are a special population
and may experience social anxiety, which can keep them from going to gyms.
Participating in online physical activity programs may benefit them in a variety of ways.
Faith-Based Yoga (Stretching)
By practicing yoga, the goal is to clear your mind and become one with the
universe while having a mind-body-spirit connection. Scripture never says to clear your
minds but be transformed by the renewing of your mind (Romans 12:2), to offer out
bodies to the Lord as a living sacrifice and form of spiritual worship (Romans 12:1), and
to meditate on the Word of God (Psalm 119:15). The sessions usually start and end in
prayer and worship music typically plays during the yoga sessions. Yoga has not only
entered Christian subcultures but also mainstream America, as characterized by
nominally secular yoga courses dividing Christians, ironically demonstrating how
Christians contribute to their marginalization (Candy, 2018).
Coincidently, yoga means union, union with God, or the infinite Spirit. Although
it is an ancient practice, yoga has many different styles including faith-based yoga
groups, praise moves, Christ-centered yoga, Yahweh yoga, Christoga, and Yoga faith.
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Yoga faith centers around Jesus Christ and the word of God and their motto is “Jesus
first, yoga second.” Faith-based yoga is about moving the body while also “being still”
in the spirit of God’s presence (Psalm 46:10), relieving anxiety (Matthew 6:25–27),
listening to the voice of God, and manifesting “fruit of the Spirit” (Galatians 5:22–23)
while spending time with God without distraction (Candy, 2018). Praise moves were
shared with the study participants as they did not fuse together with Christian teaching
of yoga practices, but instead, they speak God’s word (ex: Psalm Scripture) while doing
regular stretches with no ties to Eastern practices.
Faith-Based Sleep
A strong faith could be the key to a good night's sleep, as researchers found those
who believe in salvation and have a relationship with God are more inclined to fall
asleep faster, sleep longer, and feel extra refreshed the next day (Simmons, 2019). Many
people pray before retiring for the night and encouraged nightly prayer with the
intervention group. Simmons (2019) suggested if one believes a higher power (God) is
watching over them, then what they are going through now is temporary and it will
alleviate their stress by providing a sense of hope and ease sadness, therefore sleeping
better (Simmons, 2019). The following verse supports a sense of hope. Proverbs 3:24,
“If you lie down, you will not be afraid; when you lie down, your sleep will be sweet”
(NIV). Veteran spouses in the faith-based group received the same information as the
secular group in addition to receiving scripture supporting how getting good sleep is
biblical. God promises us His peace and reminds us to not be afraid. A verse that
supports this and shared with the participants was, “Peace I leave with you, my peace I

76
give you. I do not give to you as the world gives. Do not let your hearts be troubled and
do not be afraid” (John: 14:27, NIV).
Essential Oils (God’s Oils)
Essential oils come from the plants made by God. They are not just the current
thing to do because thousands of years of historical use as biblical medicine, Egyptian,
Chinese, and Greek medicine backs them (Axe et al., 2016). Oils were gifts given by the
three wise men to baby Christ, “On coming to the house, they saw the child with his
mother Mary, and they bowed down and worshiped him. Then they opened their
treasures and presented him with gifts of gold, frankincense, and myrrh” (Matthew 2:11,
NIV). The Bible mentions oil over 1000 times. Another scripture supporting essential
oils as biblical is the following, “Take for yourself the best spices: five hundred shekels
of liquid myrrh, half as much—two hundred and fifty—of sweet-scented cinnamon, and
two hundred and fifty of fragrant cane, and five hundred shekels of cinnamon blossom
according to the sanctuary shekel, and a hin of olive oil. You shall make of these a holy
anointing oil, a perfume mixture, the work of a perfumer; it shall be a sacred anointing
oil” (Exodus 20:23-25, AMP). Lavender and frankincense were the two essential oils
shared in more depth in this study. Lavender as previously written about as being an oil
that improves calmness. The Bible references lavender, “Mint and lavender, and all
herbs aromatic” (Song of Solomon 4:14 NIV). Frankincense, also known as Boswellia,
holds anti-inflammatory and anti-depressant effects (Al-Harrasi et al., 2019).
Faith-Based Nutrition
God designed our bodies in His image, He wants His people to be healthy as He
provides everything needed and asks for no one to worry or be anxious about it. The
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Bible says, “Look at the birds of the air; they do not sow or reap or store away in barns,
and yet your heavenly Father feeds them. Are you not much more valuable than they?
Can any one of you by worrying add a single hour to your life?” (Matthew 6:26-27,
NIV). As mentioned earlier, food is medicine, and it is healing to our bodies. Food can
also restore our health, relationships, and communities. Food holds messages,
instructions, and information that instruct bodies what to do every second to either
increase vitality or create disease (Warren et al., 2013). God created human bodies to
take in and break down the food He made for the body to nourish it and keep it strong to
do the work He has called people to do.
Whole foods that are real food created by God and grown from the earth, heal
bodies and create vitality, not processed, convenience foods that contribute to anxiety,
depression, obesity, fatigue, and taking medications to fight cardiovascular disease,
depression, and acid reflux (Warren et al., 2013). Real whole foods provided by God are
nutritious compared to foods made in a laboratory or warehouse. The Bible is clear as it
says this in Genesis 1:29, “I give you every seed-bearing plant on the face of the whole
earth and every tree that has fruit with seed in it. They will be yours for food” (NIV).
Veteran spouses in the faith-based group received the same food and drink information
in addition to faith-based support on God’s food and what people feed their bodies
according to God’s word-focusing on real whole foods. Scriptures that were shared to
support this were, “Or do you not know that your body is a temple of the Holy Spirit
within you, whom you have from God? You are not your own, for you were bought with
a price. So, glorify God in your body” (1 Corinthians 6:19). Participants kept a foodmood log, consistent with the other two groups, and were reminded to say a prayer of
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thanksgiving before meals. There is even a scripture that combines the subjects of
anxiety and food in Matthew 6:25 “Therefore I tell you, do not be anxious about your
life, what you will eat or what you will drink, nor about your body, what you will put on.
Is not life more than food, and the body more than clothing?” (NIV).
Weekly Meal Prepping
Veteran spouses in the faith-based group received the same as the secular group
in addition to receiving scripture supporting meal prepping. A noted earlier, how
prepping meals can help spouses with budgeting, so this is further expanded on, in
addition to how to be a good steward of what God has blessed us with. A scripture that
supports this is “As each has received a gift, use it to serve one another, as good
stewards of God's varied grace” 1 Peter 4:10 ESV.
Faith-Based Journaling
Veteran spouses in the faith-based group received the same information as the
secular group in addition to receiving the Christian worldview on writing/journaling.
The journaling topics were ones based on scriptural topics like gratitude, love, joy, no
fear, etc. Participants were also asked to journal their daily thoughts and what they had
learned. This is supported in the following scripture, “Thus says the Lord, the God of
Israel: Write in a book all the words that I have spoken to you,” (Jeremiah 30:2, ESV).
The intervention group received encouragement to write a gratitude journal. Programs
incorporating gratefulness or appreciation have proven effective in the treatment of
stress, heart disease, and anxiety disorders as documented by subjective evaluations and
objective heart rate variability parameter changes (Standley, 2009). God’s word is
consistent when it reminds people to be grateful and this scripture supports that,
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“Rejoice always, pray continually, give thanks in all circumstances; for this is God’s
will for you in Christ Jesus” (1 Thessalonians 5:16-18, NIV). As the early Christians
taught healing traditions, they intentionally fostered a grateful mood highly beneficial to
overall health and well-being (Standley, 2009). After learning all the benefits of
gratitude journaling, it was decided to incorporate this specific topic in the faith-based
group. Froh et al. (2008) suggested when a person does gratitude journaling it increases
their optimism and, indirectly, their happiness and health.
Self-Care
Even though God is with all people through all things, He expects them to take
care of themselves and be good stewards of what He has given them, and to do that they
must purposely de-stress and apply self-care. Scriptures that were shared to support this
were, “Whatever you do, work at it with all your heart, as working for the Lord, not for
human masters.… It is the Lord Christ you are serving” (Colossians 3:23–24). Matthew
1:28-30 also describes how God will care for people as they care for His people, “Come
to me, all you who are weary and burdened, and I will give you rest. Take my yoke upon
you and learn from me, for I am gentle and humble in heart, and you will find rest for
your souls. For my yoke is easy and my burden is light.”
Community
Faith can help with stress by frequently bringing people together who have
commonly shared beliefs, which builds solidarity and a shared sense of purpose
(Simmons, 2019). The participants in the intervention group were all veteran spouses
dealing with stress and anxiety. When they came together, they had many
commonalities. The more integrated faith, faith practices, and support of the community,
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the more effective spiritual practices were for enhancing health (Stanley, 2009) When
these wives grew in relationship and community with each other, they also grew closer
to God. Hebrews 10:24-25 supports this as it says, “And let us consider how we may
spur one another on toward love and good deeds, not giving up meeting together, as
some are in the habit of doing, but encouraging one another—and all the more as you
see the Day approaching” (NIV). Making healthy lifestyle changes when a person
already has stress and anxiety in their life can be difficult. It requires much effort and
focus and can be even harder when doing it alone. God made us for connectedness, to
live in community with one another and thrive. Researchers discussed how crucial
people are for each other’s healing and success. They shared how being in a community
can not only improve physical health but can also improve emotional and spiritual health
(Warren et al., 2011). Veteran spouses often feel alone due to their partner’s PTSD
symptoms, which increase the importance of the coaching group community.
Caregiving
Most spouses of veterans who have PTSD are also their main caregivers. It can
be a tireless and thankless role. Reminders of what God’s word says about being a wife
and caregiver can give spouses hope and encouragement as it says in Psalm 139:1-5, “O
LORD, you have searched me and known me. You know my sitting down and my rising
up; You understand my thought afar off. You comprehend my path and my lying down
and are acquainted with all my ways. For there is not a word on my tongue, but behold,
O LORD, you know it altogether. You have hedged me behind and before and laid Your
hand upon me” (NKJV). Although I focused on the spouses of veterans, I also discussed
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how stress and anxiety affects their marriage, along with what God said about being a
wife and caretaker.
Environment
The faith-based group learned the same information about the environment as the
other two groups with the addition of biblical support and views. A shared scripture was
Psalm 89:11, “The heavens are yours, and yours also the earth; you founded the world
and all that is in it” (NIV). All participants received an introduction to grounding. In the
intervention group, grounding was reconnecting with God’s earth electrons, which can
enhance physiological modifications and reports of well-being (Chevalier et al., 2012).
Again, grounding is an evidence-based practice shown to connect people to God’s earth
with many health benefits (Chevalier et al., 2012). Many of the other daily activities
introduced to the participants had to do with how to improve their physical environment
with biblical support.
Life Coaching Delivery Methods
The life coaching was web-based, where participants in group one received faithbased weekly live group coaching, assessed an application called ‘Healthie.’ They
viewed a daily life coaching audio or video where which introduced new skills, tools, or
health actions, and interacted in a private Facebook group in a social media
environment. Group two included the same information as group one, but without the
faith-based segments. Group three received a participant workbook to work on
individually and had access to the daily Healthie application to access the daily videos
and audios with no online group coaching to serve as the control. All the elements of the
interventions used focused on the physical, emotional, cognitive-behavioral, and
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spiritual components of anxiety. Spouses in the intervention group (group 1) and active
control group (group 2) received four weekly live group coaching sessions (60-90
minutes each) and 18 daily web-based video coaching and homework assignments.
One-On-One Life Coaching
One-on-one coaching is most definitely an effective delivery of life coaching
especially when working with spouses of veterans with PTSD, as many do not
experience the same symptoms. One-on-one coaching can be very time-consuming and
not doable for the entire length of this type of research study timeframe. Group coaching
was the format used in this study.
Group Life Coaching
Group health coaching is an optimal way to coach more people in the same
amount of time. The downfall to group coaching is that each person does not receive
individual attention or coaching specific to them and their concerns. The group received
coaching over the internet by Zoom in Healthie app for group one and group two. Group
one and group two in this study received four live group coaching sessions while group
three (control group) did not because they were the self-coaching control group.
Participants had the ability to participate in the group discussions and receive some
group coaching. If the participant had individual questions, the life coach was available
to answer them through the Healthie app, text, email, or through the Facebook group
messenger.
Web-based Life Coaching
Web-based coaching interventions can be at least as effective as in-person
coaching (Oddone et al., 2018). Online modalities have become a commonly utilized
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tool for coaching, community support, and psychoeducation. Social networking sites and
group pages help provide places for veteran spouses to share information in a
community of others in similar situations.
Skype, Zoom, Facebook Live, Healthie, Coach Accountable, Kajabi, and other
web-based applications are different avenues of delivering internet-based coaching. The
two groups in this study used Healthie, a health coaching app, and had their own private
Facebook group. Many factors important in face-to-face coaching, are achievable in
web-based coaching, including building rapport and trust. For example, spouses may be
more open when talking through a computer application than they are talking directly to
a person when discussing personal life issues.
Researchers found relationships formed in online text-based virtual environments
similar to those formed in face-to-face environments in terms of breadth and depth
(Przeworsky & Newman, 2011). Online relationships were important as veteran spouses
had a chance to meet other spouses with similar experiences. Since CBT was one of the
theories used in this study, veteran spouses learned techniques, which showed the
effectiveness of using online modalities. According to Caske and Stein (2017), most
computer and internet-based interventions for anxiety utilize CBT, which has proven
effective. For a spouse already dealing with the stress and anxiety of being married to a
veteran with PTSD while also being their 24-hour caregiver, accessing an online
program was for the most part flexible and more doable than having to drive to a faceto-face appointment. Researchers continue to discover the efficacy of online CBT
coaching programs treating anxiety and depression (Szigethy et al., 2018). The programs
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also offer the benefit of being more accessible, less exhaustive, and lessening the stigma
attached to face-to-face options (Szigethy et al., 2018).
Online coaching can also save time and money for the participant since they can
do it wherever they are whether it be home or during a lunch break, which helps to save
gas and travel time. Researchers demonstrated that computer-assisted treatments may
result in savings of as much as $540 – $630 per client when compared with standard
face-to-face treatment for anxiety disorders (Przeworsky & Newman, 2011).
Convenience is another plus of e-interventions. Web-based treatments can assist in
providing care to those who live in rural communities, have few providers in their area,
or have economic limitations and would not otherwise have access to this kind of care
(Caske & Stein, 2017). Group one and group two in this study received web-based group
coaching while group three (control group) did not. Bus et al. (2018) did a study where
results supported that online coaching to promote behavior change may be equally
effective as face-to-face coaching methods.
Self-Directed Life Coaching
Group three used self-directed coaching. Some coaching interventions delivery
occurs through self-help or self-coaching programs. Self-coaching is a self-delivered
type of coaching where a participant either reads a book, manual, or workbook as they
coach themselves on the topics individually. Many times, this type of program allows
for flexible schedules where the participant can complete their coaching around their
schedule within the allotted timeframe. Many people also choose self-coaching as it is
usually considerably lower in cost than working with a life coach. Self-coaching
programs on CBT intervention for depression and anxiety have strong support as
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effective (Garnefski et al., 2012). The control group, group three, was the only selfcoaching group but received the same participant workbook as the other two groups
without having any one-on-one or group coaching sessions. A study’s internal validity
was strengthened when a control group similar to the experimental group (life coaching)
is included (Shaughnessy et al., 2012).
Research Gap
Researchers have shown spouses of veterans, especially those with military
PTSD, have secondary PTSD, which includes high levels of stress and anxiety.
However. limited research exists on methods of assisting or supporting veteran spouses.
Although couple’s therapy is starting to get more empirical support, I was unable to
locate specific couples-based interventions for family reintegration after a wartime
military deployment (Sayers, 2011). I was able to find two studies, but they related to
spouse’s perceptions and PTSD education. The first revealed how out of 39 spouses,
only seven could name the symptoms of PTSD and had any type of formal education on
PTSD. The other 22 spouses learned about PTSD from the news, friends, and the
internet and could not name the symptoms of PTSD (Buchanan et al., 2011).
Unfortunately, many programs educate both veterans and spouses on the
behaviors and perceptions of the veteran, but they fall short of educating the couple
about behaviors and perceptions of spouses. Not having programs educating veterans
and spouses on spousal behaviors leaves a huge gap in helping couples learn to work
together as a team to cope with PTSD (Gourley, 2016). A vast amount of research has
been done on veterans and anxiety, but few researchers investigated veteran spouses
with anxiety. The lasting effects of deployment on mental health in military spouses
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remain largely unstudied (Mansfield et al., 2010). Researchers who included couples and
families in the PTSD interventions have fallen behind individual treatment for several
reasons. They include a lack of intimate spouse participation, reticence to include them,
clinics that only include the patient, and a minimal pool of researchers interested in
researching couple interventions (Friedman et al., 2014).
Summary
This chapter gave a review of the literature used to support this study, which
included military history, veteran PTSD, secondary PTSD/stress/anxiety in spouses,
theoretical backgrounds, and the intervention of faith-based life coaching and regular
life coaching. Life coaching has demonstrated effective in treating stress and anxiety
along with saving money. As more attractive to clients with stress and anxiety, it also
lessened the stigma attached to other psychological therapies or pharmacology. Faithbased life coaching has shown to be effective with those who already believe in God.
Researchers acknowledged a gap in literature directed toward veteran spouses receiving
any type of life coaching (faith-based or secular) for stress and anxiety. There is a need
for more research in this area to contribute to the growing field of faith-based life
coaching and use it as an intervention for veteran spouses and others who battle stress
and anxiety.
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CHAPTER THREE: METHODS
Overview
The purpose of this chapter is to introduce the methodology for this quantitative
experimental randomized comparative group study to learn how faith-based group life
coaching affects the stress and anxiety levels of spouses of veterans with PTSD. This
study consisted of a 21-day facilitated faith-based group life coaching program designed
to promote self-directed lifestyle behavior changes delivered over the internet to spouses
of military veterans with PTSD. Liberty University’s Institutional Review Board (IRB)
approved all the procedures, assuring all the participants read and sign an informed
consent prior to participating. I discuss the applicability of CBT, psychoeducation, and
Christian theology as an integrative approach used in this study throughout this chapter.
Also, I present the research plan, including the methodology, participants, setting,
research questions, hypotheses, instrumentation, procedures, and statistical analysis.
To compare faith-based life coaching to regular life coaching and a control
group, the participant volunteers took pre- and post-assessments to measure any changes
in their levels of anxiety and stress. The daily coaching covered topics such as
psychoeducation, sleep, food and drink, mindfulness meditation, cognitive behavior
coaching techniques, moving the body, stress management, deep breathing techniques,
and the importance of community. The faith-based group received all the prior
mentioned topics in addition to added segments of biblically supported information on
each topic such as scripture and prayer.
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Study Design
This study was an unblinded, parallel, three-arm, quantitative, experimental,
randomized group comparison-controlled design. Randomized controlled studies are
exceptional for deciding on the relative effectiveness of an intervention for those among
a randomly assigned type of participant population, typically compared against a control
group (Bartkowski et al., 2017). This study was quantitative, and the research results
expressed in numbers, data, and graphs that tested the research questions and hypothesis
concerning whether faith-based life coaching affected the stress and anxiety levels in
spouses of veterans with military-related PTSD. I compared each group to each other
including a control group to enhance the validity of the outcomes. The study was an
experimental design as it included manipulated variables, a control group, and
randomization to test the hypothesis. I repeated the same process with both the
experimental group and the regular group except for omitting the intervention (faithbased life coaching) in group two. The control group received no live coaching and only
had access to the daily audios/videos through the Healthie app. This group did receive a
workbook.
I achieved simple randomization as I allocated the participants into three
different groups. The group received information concerning the allocation after they
consented to take part in the study and completed their baseline assessments. The
randomization was essential to ensure an unbiased estimate of the effect of the faithbased life coaching program on the secular life coaching program and control group.
The random assignment also increased the generalizability of the results in hopes the
sample was a good representation of the larger group of veteran spouses and lessened
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the likelihood for bias to skew the results. The randomization of the groups showed the
participants were all comparable to each other.
The study included a control group where the participants in all groups closely
resembled each other. Although the control group only received access to the daily
audio/videos through the Healthie app, the life coaching workbook, and no live
coaching, they did apply self-coaching if they chose to do so. The control group was
important because they helped show any differences in the groups by manipulating the
independent variable and showing changes in the dependent variables.
Research Questions
Several gaps in the literature helped to strengthen the following research
questions. Published research focused on treating levels of stress and anxiety in spouses
of veterans with PTSD was remarkably insufficient. It was unknown at the beginning if
the research would answer any and or all these questions as veteran spouses’ needs are
very unique, but it was hopeful that it will confirm to be a study of integrity.
RQ1: Can faith-based life coaching help manage or reduce perceived stress
levels in spouses of military veterans who have PTSD?
RQ2: Can faith-based life coaching manage or reduce anxiety levels in spouses
of military veterans who have PTSD?
RQ3: Can faith-based life coaching increase the level of faith in spouses of
military veterans who have PTSD?
RQ4: Will the spouses in the intervention group have a significant decrease in
perceived stress levels after the post-test compared to the spouses in the other
two groups?
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RQ5: Will the spouses in the intervention group have a significant decrease in
anxiety levels after the post-test compared to the spouses in the other two
groups?
RQ6: Will the spouses in the intervention group have a significant increase in
their faith after the post-test compared to the spouses in the other two groups?
RQ7: Will the program have any effect on the overall physical and mental
health of the participants?
Hypothesis
The alternate hypotheses for this study are:
Ha1: There will be a statistically significant difference between pretest and
posttest scores on the intervention groups’ perceived stress scales after faithbased life coaching.
Ha2: There will be a statistically significant difference between pretest and
posttest scores on the intervention groups’ anxiety scales after faith-based life
coaching.
Ha3: There will be a statistically significant difference between pretest and
posttest scores on the intervention groups’ spiritual scales after faith-based life
coaching.
Ha4: The spouses in the faith-based intervention group will have better
outcomes than spouses in the non-faith-based group and the control group on
measures of perceived stress.
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Ha5: The spouses in the faith-based intervention group will have better
outcomes than spouses in the non-faith-based group and the control group on
measures of anxiety.
Ha6: The spouses in the faith-based intervention group will have better
outcomes than spouses in the non-faith-based group and the control group on
measures of faith.
Ha7: After completing the program, there will be a positive effect on the overall
physical and mental health of the participants.
Participants and Setting
I drew the participants in this study from a convenience sample of spouses of
veterans in different Facebook social media groups specifically for them. The social
media advertisements allowed for potential diverse participants to be from all over the
country and not limit them to certain cultures, religions, and income brackets. I
conducted further recruitment through social networking and participant referral, along
with asking each participant to pass along the information to other spouses living with
veterans diagnosed with PTSD. I also recruited participants through email (See
Appendix C) at a large Christian University in Virginia, who distributed the request to
all attending military spouses. Participants for this study were adult women who selfreported stress and anxiety, were spouses of veterans who had military-related PTSD,
were over the age of 18 and were willing to participate in a faith-based life coaching
group. Different disciplines recruited participants to ensure variation of demographics,
increase participation, and for overall generalizability. Snowball sampling was another
method to recruit research participants because selected candidates could invite other
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participants because veteran spouses had friends who were also veteran spouses. This
type of data collection was necessary for the convenience of potential participants. I
made the initial eligibility survey accessible to the potential participants when they
clicked on a link to participate through the advertisement or email, which took them to
the Qualtrics survey.
Eligibility Questionnaire
After participants clicked on the link to the study advertisement, they completed
an eligibility questionnaire (See Appendix F). They were invited to participate when
they met the following pre-profiling criteria: 18 years of age or older, spouse of a
veteran with military-related PTSD, experienced any level of stress or anxiety in the last
year, read, write, understood, and spoke English, able to commit a minimum of two
hours of their time per week and up to 30 minutes each day, and had daily access to
either a computer, tablet, or smart phone to access web-based program content through
the internet. Those who agreed to participate were asked to complete a faith prescreening question: “Are you willing to participate in a 21-day faith-based group life
coaching program?” Those who passed the pre-screening questions and met the
inclusion criteria moved forward to the demographic survey and pre-assessments all
combined into one survey. It process was based on the Qualtrics program.
Demographics
After I deemed the participants eligible and met the inclusion criteria, they
immediately started the questionnaire. The program led to a page within Qualtrics with
details of the study, an informed consent (See Appendix B) and the demographics and
pre-assessment combined as one followed.
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The demographic data collected at enrollment after the consent included the following:
age, gender, race/ethnicity, marital status, years married, education, and employment
status. I also collected demographics about their veteran spouse, which included the
following: age, military service, years served, component (active, reserves, national
guard), and wars served (See Appendix G).
Baseline Assessments
I combined the pre-assessment with the demographic survey. They included a
pre-assessment PTSD checklist-military version (PCL-M), perceived stress (PSS),
anxiety levels (SAS), overall physical and mental health (SF-20), and the role of faith
(SCSRFQ) (See Appendices H through L). All the assessments collected self-reported
data from the population at baseline through the same link they clicked on for the
demographics.
The number of veteran spouse participants was lower than if they were civilian
spouse participants. It is important to note this as smaller sample sizes in veteran
spouses are normal due to the invisibility and ongoing stigma of this population group.
For this study, the number of participants needed was a minimum of 90 (30 per group).
The sample consisted of 110 veteran spouses recruited from Facebook advertisements
and from a mass email distribution sent to veteran spouses who attend Liberty
University. After all the participants completed their baseline assessments, they were
randomized into one of the three different groups. The tool used to do the simple
randomization is https://www.randomizer.org/.
The tool randomized participants into one of three groups: Intervention (faithbased life coaching), active control (non-faith-based life coaching), and a control group
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(self-directed life coaching). Each group had a minimum of 30 participants. The design
included a life coaching group of 30 spouses who receive live group coaching, access to
daily audios/videos through the Healthie app, without the faith-based curriculum and the
intervention group of 30 spouses received the same online group life coaching as the
first group with an addition of faith-based teachings incorporated into each session, and
the control group only received access to the daily audios/videos through the Healthie
app and the program workbook with no live group life coaching. All spouses
participated in a 21-day online group life coaching program specifically designed to
focus on stress and anxiety in spouses of military veterans with PTSD.
Inclusion/Exclusion Criteria
Inclusion criteria were female only, 18 years of age or older, spouse of a veteran,
and self-reported stress and anxiety within the last 12 months in the spouse participant.
Self-reported PTSD > 6 months of the veteran, which was due to an experience while in
the military. Originally, I only intended to include spouses of veterans with combatrelated PTSD until I learned more about veterans with PTSD who were never deployed
and did not serve in combat. Toomey et al. (2019) did a study on a national cohort of
1991 Gulf War-era veterans’ spouses where they examined their long-term
psychological functioning in clinical interviews and found that spouses of combat
veterans and deployed veterans (n = 488) did not have a greater prevalence of postcombat mental disorders compared to spouses of non-deployed veterans (n = 536). After
obtaining that information I decided to not limit the study to only spouses of veterans
with combat-related PTSD. However, the Institute of Medicine (2013) did a study on
Iraq and Afghanistan Veteran spouses, and it showed the length of deployment was
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associated with spousal mental health problems. All spouses of a military veteran who
has had PTSD > 6 months were able to participate in the study.
The current study only included female spouses due to the significant variances
in experience between not only female and male spouses but also between female and
male veterans. While these inclusion criteria may have limited the population size,
utilizing constants throughout allowed for more similar experiences between female
spouses only. Having the spouses be all one gender also avoided running into
unexpected confounding variables. Exclusion criteria included being under-age of 18
and having any psychosis, serious psychological impairment, and/or suicidal/homicidal
ideation.
Setting
There were no in-person interactions as all the life coaching sessions used webbased programs and social media. In order to have offered a program that was easy to
access and simple to use, the researcher had chosen to use two specific web-based
programs for delivery in this study. The two web-based modalities used in this group life
coaching study were Healthie (web-based coaching course app) and Facebook (private
Facebook group and Facebook Live). The World Health Organization’s (2018) Health
Action Plan for the years of 2013 through 2020 included the following “Provide
comprehensive, integrated and responsive mental health and social care services in
community-based settings.” (See Figure 1: Participants and Setting Process).
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Figure 2
Participants and Setting Process
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Instrumentation
Demographic Questionnaire
I collected sociodemographic information from each of the subjects participating
in the study. The demographic questionnaire (See Appendix G) asked participants to
respond to a series of general questions about their demographics and military life. I
described some demographic questions previously and referenced the appropriate
appendix.
PTSD Check List-Military Version (PCL-M)
The PTSD checklist-military version is a self-report measure that assesses the
DSM-5 symptoms of PTSD. The PCL-M (See Appendix H) is a 17-item self-report
measure that asks about issues related to military stressful experiences, measured on a
scale with 1, “not at all,” to 5, “extremely” which is a 5-point Likert scale. The PCL-M
is one of the most common posttraumatic symptom assessments used by researchers
because of its convenient availability through the National Center for PTSD (Bjornestad
et al., 2014). The checklist monitors symptom changes before and after the treatment,
screening individuals for PTSD and determining a PTSD diagnosis. The current study
used the PCL-M to assess PTSD symptoms in the spouses and their veteran partners.
Previous researchers modified the PTSD checklist military version (PCL-M) to report
the symptoms experienced by the spouse. They altered items included in the analysis
and the instructions to say, “Please read each one carefully and put an ‘X’ in the box that
best applies to how your spouse’s most recent military experiences have affected you
(rate yourself)” (Bjornestad et al., 2014). Spouses responded to the PCL-M assessment
pre and post-study participation. Overall, the PCL-M demonstrated good diagnostic use
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and the use of it as an assessment to detect symptomatic change as effected by an
intervention (McDonald & Calhoum, 2010). The responses from the spouse pre and
post-study compared any differences after the study within and between the groups.
Perceived Stress Scale (PSS)
I measured perceived stress in spouses using the 10-item version of the perceived
stress scale (PSS) (See Appendix I). According to Cohen et al. (1983), this scale
assesses the degree of control people perceive they have over their life events. It is a
self-reported measure of the degree spouses considered stressful during the previous
month. It is a 10-item 5-point Likert-type self-report questionnaire, rating from 0 (never)
to 4 (very often). Initially, the design of the PSS was use with community subjects, are
of general nature written at the eighth grade reading level, and free of information
specific to any sub population group (Cohen & Williamson, 1988). Moreover, as noted
above, the questions and available responses are simple to understand.
Santa Clara Strength of Religious Faith Questionnaire (SCSRFQ)
The Santa Clara strength of religious faith questionnaire (SCSRFQ) (See
Appendix J) is a short and simple 10-item scale used to measure the role of faith in the
study subjects’ lives. Religious faith has been associated with many influences
contributing to benefits and mental health, which is why researchers developed the
questionnaire (Plante & Boccaccini, 1997). I chose it because of its brevity and
simplicity along with being quick to administer and score. There are no costs associated
with its use. The SCSRFQ uses a four-point Likert-type scale where the subjects mark
how strongly they agree with each item (Plante & Boccaccini, 1997). This test was vital
as the study intervention was a faith-based life coaching group, which means this scale
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will be measuring any difference in the levels or role of faith in the lives of each subject
in each of the three groups pre and post-study. Brief non-denominational self-report
measures of religious and faith commitment that have shown reliability and validity are
not popular, although they have promise for general efficacy in both clinical and
research settings (Plante, 2010).
Self-Rating Anxiety Scale (SAS)
The self-rating anxiety scale (SAS) is a 20-item scale consisting of general
anxiety disorders (See Appendix K). It is often also called the Zung Anxiety Self-Rating
Scale developed by Zung. According to Corcoran and Fischer (2013), respondents use a
four-point scale to rate how each item applied to herself during the past week and asks
the participant to rate their experience of each symptom none or a little of the time
(rating = 1), some of the time (2), a good part of the time (3), or most or all of the time
(4) during the last two weeks. There are 15 items written positively and 15 items written
negatively to help reduce response bias and identify inconsistencies in responses. Raw
scores sum to 20–44 denoting normal anxiety levels, 45–59 denoting mild to moderate
anxiety levels, 60–74 denoting marked to severe anxiety levels, and 75–80 indicating
extreme anxiety levels. I chose this scale to measure the levels of anxiety in the spouses,
and it included items that are more fitting to this study than other scales such as the
following: I feel calm and can sit still easily, I can breathe in and out easily, and I fall
asleep easily and get good night’s sleep. I requested permission to use this scale from
Psykey, Inc.
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Health Survey Short Form (SF-20)
The health survey short form (See Appendix L) measured perceived physical and
mental health. It is a 20-item questionnaire scored by a computer. Computerized scoring
includes standardizing scores from each item into a Z-score, weighing the score by a
factor analytic weight, and aggregating the scores into T scores (Corcoran & Fischer,
2013). Since many of the topics in this study have to do with physical and mental health,
this SF-20 showed if the coaching helped improve any of these general health areas. The
standard SF-20 developed by Ware, produces two composite scores (physical and
mental health) using a 4-week recall period which is useful when comparing a subject to
a general population (Corcoran & Fischer, 2013). I selected the SF-36 because it has
good internal consistency reliability and validity. I received permission to use this scale
by RAND 36-Item Short-Form Health Survey in accordance with certain conditions
(Hays, 2020).
Procedures
The participant sample of at least 90 in total (minimum of 30 per group with
three groups) spouses came from advertising on social media specifically targeting
female spouses of Veterans with PTSD. I contacted potential participants through online
support groups and forums utilized by spouses of veterans. Facebook administrators of
different social networks or Facebook group pages gave me permission to advertise the
study to its group members, which allowed easy access to the survey via a link posted on
the page. Facebook is a source for recruiting hard to reach populations (Pedersen &
Kurz, 2016), including military samples “Spouses of Veterans with Combat PTSD” and
“Christian Spouses of Military Veterans” are the two groups on Facebook were the
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primary sources for getting the most participants. I also sent an email to the military
spouses at a large Virginia university.
Potential participants needed to meet the inclusion criteria. I provided eligible
participants with program information and consent documents. Non-eligible participants
were immediately thanked for their time and did not move forward in the recruiting
process. Interested potential participants clicked on the ad that led them to study
information, completed the eligibility assessment when they met the eligibility criteria,
they then completed the informed consent, then proceed to answer the baseline
assessment (Demographics, PCL-M, PSS, SAS, SF-20, and SCSRFQ). The
questionnaire was available through an online program called Qualtrics. Doing a
questionnaire allowed for anonymity and saved time in collecting responses. The
questionnaire was administered to each spouse pre and post-study.
One week after the participants completed the initial survey, I randomly assigned
them to one of the three groups and then invited to participate. Everyone received a
welcome email. I also mailed a ‘Veteran Spouse Toolkit” that included a participant
welcome letter and workbook to each participant in every group. Group one received the
faith-based workbook and groups two and three received the secular workbooks. One
week after the participants in the faith-based and secular life coaching groups receive
their workbooks, the initial group coaching session was scheduled for group one and
group two. The control group did not receive any live life coaching. Having a study with
three different groups (one intervention, one active control, one control) allowed for
underlying causes around the effectiveness of existing interventions to be reliably
explored.
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I decided that a 21-day program would attract more participants than longer
programs as it was not too time-intensive and past research had shown 21-day programs
to be successful. It was important to show how this study can also be one of integrity
while it lasted only 21-days. According to Dr. Caroline Leaf, it takes the brain to 21
days to rewire itself to create a new mental habit as the brain can neurologically change
within four days, yet it takes 21 for that change to become permanent for new
neuropathways to fully form in the brain (Leaf, 2007). Anxiety intervention programs
lasting 1, 7, 10, 14, 21, and 4 weeks have historically been effective for behavior
change. Two different studies showed a dramatic reduction in anxiety in their
participants after 21 days (Ball, 2019; Starr & Davila, 2012). A 2-week, 10 minutes a
day, brief mindfulness meditation intervention for anxiety study done by Berghoff et al.,
(2018) showed a decrease in anxiety symptom frequency and increase the quality of life.
In another brief intervention for generalized anxiety disorder, participants recorded
worries in a worry outcome journal or thought record for 10 days and the results showed
significant reductions in worry (LaFreniere & Newman, 2016). It is also widely known
that to change a bad habit or to make a new healthy habit that it takes at least 21 days.
Three other research studies showed that the effect of doing resistance training was only
notable after 21 days (Duthell et al., 2013).
The first group coaching sessions for groups one and two started with the first
day being a two-hour live group session over Zoom through a web-based application
‘Healthie”. The following live 60-90-minute group sessions were weekly for the next
two weeks and on the last day for a total of four live group sessions. On the following
six days, the participants accessed the daily coaching program through the web-based
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application ‘Healthie,’ which included 18 sessions at approximately 15-30 minutes each
and included brief daily homework assignments. Each session included a stress or
anxiety management technique, self-care topic, or healthy lifestyle activity, was
suggested to be incorporated into the everyday schedule of the participant, if they so
choose. Each participant completed post-surveys after day 21. Outcome measures started
after I received a majority of all the post-assessments, which included validated
measures of the same pre-assessment scales: perceived stress (PSS), anxiety levels
(SAS), overall physical and mental health (SF-20), the role of faith (SCSRFQ), and
PTSD checklist-military version (PCL-M).
Life Coach
The facilitator, who is also the researcher of this study, of the life coaching
delivery included one experienced Life Coach with the following credentials: Master of
Arts degree in Human Services Counseling: Life Coaching; Bachelor’s degree in
Psychology: Life Coaching, Counseling; Certified Elite Personal Trainer; Certified CBT
Life Coach Practitioner for Anxiety; Certified Mindfulness Coach and is currently a
Veterans Health Administration Whole Health Coach. Her education and years of
experience qualified her to be an accomplished life coach with the skills and abilities to
successfully facilitate the three groups in this study.
The life coach’s role in this study was the one and only facilitator coach to all three
groups. The life coach used evidence-based CBT techniques together with faith-based
life coaching skills to deliver psychoeducation to Veteran spouses on PTSD, stress,
anxiety topics and coach two separate participant groups along their journey as they
apply newly learned skills to change their behaviors and thought processes. The 21-day
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program used in this study was created and developed by the life coach administering
this life coaching program. The techniques that were used were drawn from CBT,
Christian theology, psychoeducation, wellbeing topics, and integrative holistic practices
all integrated.
The life coach began by establishing rapport and helped create a peer group that
interacted well amongst each other by sharing experiences and giving feedback in the
group. The coach guided the participants in group one and group two in four live group
coaching sessions (week 1= 2-hour session, week 2= 1 hour session, week 3= 1 hour
session, and day 21= 1 hour session) each week where they all could see and hear each
other, the coach asked them questions in a structured approach to help lead them to
make changes that work for their individual lives, well-being, and schedules. The coach
walked them through setting their own individual 21-day goals, developed action plans,
helped them be aware of obstacles, helped them to self-regulate, set daily routines,
monitor and journal their performance through coaching them through numerous
activities that helped them manage stress and anxiety in their lives. The 18 days in
between the live coaching sessions were self-directed daily sessions with the Healthie
coaching app that corresponded to the 21-day workbook. The life coach pre-recorded
audio and video files that all participants accessed through the Healthie app. Although
group three was not a part of the live one-on-one coaching sessions, they received the
same secular workbook as group two and the life coach made herself available to answer
any individual questions from all participants through email, text, or the private
Facebook group messenger application.
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In the end, all the participants had a new toolbox of skills and techniques
available where they could choose to continue using the ones that worked for them,
could continue to incorporate them daily and had new skills they can use for life. The
only other similar study is one that also used a cognitive behavioral model of coaching
along with a solution-focused approach and it showed that evidence-based life coaching
can enhance mental health, quality of life, and goal attainment (Grant, 2003). The initial
introduction to the 21-day coaching program took place before the initial group coaching
program as each participant accessed the introduction link which included a video
discussing program information and how to access the technology. Day 1 was a two
hour online live group session where the life coach welcomed participants to the
program, introduced each other, reviewed participant expectations, guided participants
in setting individual goals, discussed overcoming obstacles, went over the day’s topics,
and finished with mindfulness meditation or prayer and assigned homework. The
following six days included daily check-ins, online video/audio, homework, text
message encouragement/tips/reminders, Facebook group postings/interactions, and one
weekly live group one-hour session. This schedule repeated until the 21st day with one
day a week being an hour of live group coaching and the other six days were web-based
coaching.
I planned to record each live online group life coaching session and post to the
group in case someone missed the session, but the life coach later decided not to do so to
protect confidentiality. To ensure the integrity and fidelity of this study, the coach used a
coach’s manual that included points to discuss during all sessions to provide consistency
in delivering the same life coaching information to both groups. The only exception was
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that the faith-based life coaching group received faith-based information that supported
the weekly topic with Scripture and prayer in addition to the regular life coaching
received by the other group. Researchers demonstrated the advantages of computerbased programs versus face-to-face as they showed the capacity to successfully
implement different types of effective theoretical coaching techniques for anxiety
(Przeworski & Newman, 2011).
Healthie Web-Based Application
I used a web-based mobile application in this study. The convenience and
popularity of portable technologies like smartphones for tracking health behaviors have
also led to a growing interest in these mobile types of applications to help enable
behavior change (Bus et al., 2018). Healthie is a web and mobile platform used by life
coaches, health coaches, and other wellness professionals. After extensive research,
Healthie was the web-based program chosen to use with this study. Reasons for using
the Healthie app were because their program included many of the tools that were
required to implement the daily life coaching delivery to the participants. The tools
included were the following: the ability to customize program/entries, host course
(videos, documents, and quizzes), task list, group messages, individual text messages,
announcements, homework, scheduling, appointment reminders, coaching templates,
request e-signatures, food logging, share pictures of food or documents, and download
metrics and client outcomes all by computer or mobile phone. Most importantly,
Healthie was secure as it is HIPAA, PIPEDA, GDPR, and PCI-compliant which will
help protect participant privacy. The web-based application was rated a 4.7 of 5 by
Apple App Store (2019).
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Facebook
Participants interacted with the life coach and with each other in a private
Facebook® group called ‘Veteran Spouse Life Coaching Group I’ (Faith-based group)
and ‘Veteran Spouse Life Coaching Group II’ (Secular group). As of February 2020,
Facebook® is the most popular social network in the U.S. and 54 percent of their users
are female, with only 46 percent of users being male (Clement, 2020). Facebook® was
chosen for convenience as it is a social networking website mostly used by people and
available on their smart phones. According to Clement (2020), 88 % of users access
Facebook® through their mobile device and over 200 million of them are a member of
Facebook® groups like this one implemented into this study.
Research Procedures
Research procedures began after I received approval from the Institutional
Review Board (IRB). The research procedures included participant recruitment, random
assignment to one of three groups (Intervention, active control, and control), life
coaching topics for 21 days, and how the data was to be analyzed.
Recruitment and Random Assignment
Participants recruited through social media, flyer distribution (local community),
Facebook Page, Facebook advertisements, Instagram, Liberty University military spouse
email, and the snowball effect agreed to complete the steps in the study. The ad title
stated, “Participants Needed! Are you or someone you know a Veteran spouse? Do you
experience stress and or anxiety? Does your veteran have PTSD? Click now to see if
you are eligible! Free! 21-Day Life Coaching Program (web-based)” (See Appendix D
and E). Potential participants could click on the Facebook ad and it would take them to
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the eligibility questions through the program Qualtrics. If they met the inclusion criteria
and chose to participate, they would have continued to the next step which included
consent to participate, an overview of the study, then they would have gone on to answer
the questionnaire with demographics and baseline assessments. I verified their phone
numbers and emails to assure they would receive daily text coaching tips. Texting
mobile phones used in previous studies, where daily text messages were sent to patients
in a recent study’s intervention group to remind them of practicing their assigned
homework (guided imagery) every day at the same time (Charalambous et al., 2015).
The researcher included her phone number and email address on the consent
form to permit possible participants to inquire about any questions they may have. Once
I completed the recruitment, eligible participants were randomly be assigned to either
the regular life coaching group, faith-based life coaching group, or control group.
Randomizing ensured that each participant had an equal probability of assignment to
either of the life coaching groups. The researcher used the random assignment procedure
technique of simple random sampling. I invited the individuals to participate by
receiving an email. Randomized controlled trials (RCT) are considered the ‘gold
standard’ of scientific evaluation and according to Neeman (2008), life coaching
programs should use RCT to determine their effectiveness. I used the website
https://www.randomizer.org/ to complete the randomization process.
Intervention Group. The experimental group (group one) completed pre and
post-assessment questionnaires. Group one spouses participated in a 21-day faith-based
life coaching web-based course. This course included the following: 21 days of online
access to weekly course instruction, weekly prayer and online faith-based life coaching
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(60 minutes), daily breakthrough faith-based audios/empowering videos through the
Healthie app, faith-based workbook, and a private faith-based Facebook group. They
had homework questions in the workbook to complete daily.
Active Control Group. The active control group (group two) completed pre and
post-assessment questionnaires. They participated in a 21-day secular life coaching webbased course. This course included the following: 21 days of online access to weekly
course instruction, weekly group life coaching (60 minutes), daily breakthrough
audios/empowering videos through the Healthie app, participant workbook without the
faith-based teachings, and a private Facebook group. They had homework questions in
the workbook to complete daily. After the study was complete, they were offered the
option to receive the faith-based participant workbook that the experimental group
received which was omitted from their self-directed program.
Control Group. The control group (group three) completed the same pre and
post-assessment questionnaires as the intervention and active control group. The control
group received access to the daily breakthrough audios/empowering videos through the
Healthie app, the participant workbook without the faith-based teachings, and did not
receive the live group health coaching or other items that the other intervention group
receives. Group three was a completely self-directed 21-day program. After the study
was complete, the participants received the option to receive the faith-based participant
workbook.
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Figure 3
Group 1 Process Circle
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Figure 4
Group 2 Process Circle
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Figure 5
Group 3 Process Circle
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Life Coaching Topics
The life coaching tools and resources used with the participants are as follows


Live Group Zoom Sessions



Psychoeducation



Daily coaching videos



Daily coaching audios



You Tube Videos



Private FB Group (for community discussions)



Healthie (Web-application)



Participant workbook

I presented the following life coaching topics presented to participants in daily sessions.
Table 2
Life Coaching and Faith-Based Life Coaching Group Program Outline
Session

Session

Day

Time

Pre-

1 hour

Day 1

Topic(s) Presented

Orientation: Double Check participant's access to Healthie
application, Zoom application, microphones, and speakers.
Program Guidelines, Expectations, Overview; Introductions

1

2 hours
LGC

Welcome, Prayer, Psychoeducation: PTSD, Secondary PTSD,
Stress, Anxiety, Triggers, Faith, CBC, Thoughts & Beliefs,
Behaviors, Stages of Change, Setting Goals, Mindfulness,
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Breathing & Relaxation Techniques, Red STOP sign, Journaling
(Gratitude). [Live Group Coaching]
*Group 2 will not receive the following topics: faith, prayer,
gratitude.
Home activity: Vision board
2

15 min.

Deep Diaphragmatic Breathing Exercise [Audio]
4-7-8 Breathing Technique [Audio]

3

15 min.

Walking & H2O [Video]

4

15 min.

Changing & Challenging Anxiety Inducing Core Beliefs
[Video]

5

15 min.

Mindfulness Meditation [Audio]

6

15 min.

Restructuring Cognitive Distortions & Review Automatic
Thought Log [Video]

7

15 min.

Sleep Hygiene [Video]

8

1 hour

Follow up on week 1, Prayer, Food & Mood, Exercise &

LGC

Energy.
Nutrition (anti-anxiety foods, food & mood,
plan/prep/shop/label reading/recipes), Exercise (workouts, yoga,
stretching) & Mood, Mindful Eating, Guided Imagery for Food
Cravings [Live Group Coaching]
*Group 2 will not receive the following topics: faith, prayer,
Home Activity: Mindful Eating

9

15 min.

Pantry Clean Out [Video]
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10

15 min.

Magnify to Minimize [Video]

11

15 min.

Progressive Muscle Relaxation (Halfway Mark!) [Audio]

12

15 min.

SSAC Model [Video]

13

15 min.

Creative Art [Video]

14

15 min.

Alternate Nostril Breathing [Video]

15

1 hour

Self-Care: Prayer, Self-Acceptance, Personal Development,

LGC

Community/Social Life, Relaxation, Avoiding Caregiver
Burnout, Holistic/Alternative Approaches: Education, Essential
Oils, Self-Massage, Environment/Nature, Grounding, Pets,
Laughing Yoga.
[Live Group Coaching]
*Group 2 will not receive the following topics: prayer
Home Activity: Environment Change

16

15 min.

Body Scan [Audio]

17

15 min.

Time Management vs. Self-Management [Audio]

18

15 min.

Reframing [Video]

19

15 min.

Music/Dance [Audio]

20

30 min.

Problem Solving [Video]

21

2 hours

Bringing it all together: Check-ins, Prayer, Review Goals,

LGC

Forgiveness, Q&A, Group Discussion. Congratulations 21 Day
Program End!
[Live Group Coaching]
*Group 2 will not receive the following topics: prayer,
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forgiveness
Home Activity: Post-Assessments (Due Today)
(LGC= Live Group Coaching Session)
Data Analysis
I used descriptive statistics to assess the distribution of the socio-demographics
of the intervention group, the active control group, and the control group. Descriptive
statistics offered a quick and simple way to compile all the data sets from the
demographics and pre-assessment survey. Descriptive statistics helped report the
average, standard deviation, and percentages for each of the three data sets, but they do
not help to conclude. To draw conclusions or show statistically significant results I used
the Wilcoxon Signed Rank and ANOVA for analytical purposes.
Wilcoxon Signed-Rank Test
Wilcoxon signed-rank test was one of the statistical analyses completed. Rosner
et al. (2006) suggested the Wilcoxon signed-rank test is a type of nonparametric test
commonly used for paired data like the pre and post-treatment measurements similar to
the ones in this study. Nonparametric tests are regularly done when analyzing using
smaller samples. “The Wilcoxon Mann–Whitney rank-sum test is used to test the
hypothesis of a zero-median difference between two independently sampled
populations” (Hardin, 2013, p. 337). I used the Wilcoxon signed-rank test to compare
the pre and post levels of stress, anxiety, and faith in all three groups (intervention,
active control, and control) to then find any increase or decrease after completion of the
21-day program.
I conducted the Wilcoxon signed-rank test to test the following research hypothesis:
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Ha1: There will be a statistically significant difference between pretest and
posttest scores on the intervention groups’ perceived stress scales after faithbased life coaching.
Ha2: There will be a statistically significant difference between pretest and
posttest scores on the intervention groups’ anxiety scales after faith-based life
coaching.
Ha3: There will be a statistically significant difference between pretest and
posttest scores on the intervention groups’ spiritual scales after faith-based life
coaching.
Ha7: After completing the program, there will be a positive effect on the overall
physical and mental health of the participants.
The Wilcoxon signed-rank test showed a statistically significant difference between
pretest and posttest scores on the intervention groups’ stress, anxiety, and faith scales
after faith-based life coaching program. The Wilcoxon signed-rank test results answered
hypotheses 1, 2, and 3. Using the Wilcoxon signed-rank test throughout the hypothesis
helped uniformly consistent. Using the Wilcoxon signed-rank test allowed for the
determination if the rank in one group was higher than another for non-distributed
categories. After analyzing the results described above, I was able to compare the
following additional hypothesis.
ANOVA
As another type of statistical analysis, I used the ANOVA. ANOVA was used to
assess only the post-period concerning the various scores across treatment groups. There
must be at least three groups to conduct the analysis. There were three groups.
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Ha4: The spouses in the faith-based intervention group will have better
outcomes than spouses in the non-faith-based group and the control group on
measures of perceived stress.
Ha5: The spouses in the faith-based intervention group will have better
outcomes than spouses in the non-faith-based group and the control group on
measures of anxiety.
Ha6: The spouses in the faith-based intervention group will have better
outcomes than spouses in the non-faith-based group and the control group on
measures of spirituality.
Predictions are an important goal of the scientific method and correlations
research often provides the basis for these predictions (Shaughnessy et al., 2012). I
collected the data by using the five instruments (PSS, SAS, SCRSF, PCL-M, and SF-20)
entering as one complete assessment questionnaire into the Qualtrics system, accessed
by participants who entered their answers and then analyzed using the latest version of
SPSS. Using a priori alpha level of 0.05 for all analyses, I compared the results of the
three different groups for the effectiveness of the intervention- faith-based group life
coaching. This was followed by checking the data for quality and completeness and
conducting a systematic analysis using SPSS 27 statistical software. I present the results
in Chapter 4.
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CHAPTER FOUR: FINDINGS
Overview
The purpose of this study was to compare the effectiveness of 21 days of faithbased online group life coaching versus 21 days of non-faith-based online group
coaching and a control group on stress and anxiety levels in spouses of veterans with
combat-related PTSD. I recruited the participants using social media and other mediums.
In this chapter, I share an overview of the results of the data analysis described in the
previous chapter. Using descriptive statistics, I discuss the three participants groups
based on demographics, analysis of the collected data from the pre and post-assessments
in accordance with the research hypotheses and research questions, concluding with then
a brief summarization of the chapter and study.
Descriptive Statistics
Recruitment started with 378 veteran spouses completing the eligibility
questionnaire, 184 people met the specified criteria of eligibility, completed the consent,
and were invited to participate. A total of 118 participants completed the pre-assessment
questionnaire. However, eight did not reply. leaving a final count of 110 people, who
participate in the 21-day program and randomized into one of the three groups (Group 1:
Faith-based intervention, Group 2: Secular, Group 3: Secular Self-Coaching control).
Group 1 had 45 participants, group 2 had 29 participants, and group 3 had 36
participants. Eighty-two participants completed the final post-assessment questionnaire.
Before analyzing the data, I prepared it by checking for duplicate post-assessment
entries, removing any identifiable information, assigning a generic number to each
participant, and pairing up the participants' pre and post-assessment results. I retrieved
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the data from Qualtrics, noting the 18 participants did not complete the post-assessment.
I eliminated incomplete submissions from the overall data analysis comparison, and
after removing duplicates the final sample resulted in 71 participants.
I will describe and discuss the results of whether participants answered the seven
hypotheses and seven research questions. The discussion will also include the analysis
of all research questions and hypotheses along with the statistical results presented using
tables and bar graphs. The interpretation and summarization of the results will help set
the foundation for the analysis in chapter 5. I compared each group based on pre and
post-assessments using SCSRFQ, PSS, SAS, PCL-M, and the SF-20, which measures
faith (the intervention), stress, anxiety, secondary PTSD, and overall health. I used the
SPSS 27 software to analyze the data, using a Wilcoxon signed-rank test and ANOVA.
Participant Demographics
The participant demographics described include the spouse’s ethnicity, the
spouse and veteran’s years married, number of children, education level, employment
status, age, and the veteran’s years served in the military. They also shared the branch of
service, years served, type of service, enlisted or officer, combat or non-combat, wars
served, times deployed to combat and non-combat, and their disability rating. I describe
the participant demographics in detail in the following paragraphs.
Participants differed in age groups. Group 1 had 15 (44.1%) and Group 2 had 6
(35.3%) participants mostly in the 30-39 years of age range and group 3 had 7
participants mostly in the 40-49 range (35%). I list the details of the age ranges and
distribution of the group samples in table 3 (n=71).
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Table 3
Age of the Participant Population in Groups 1, 2, and 3

Age
Category
18-29
30-39
40-49
50-59
60-69

Group 1
n
1
15
9
8
1

Group 2
%
2.9
44.1
26.5
23.5
2.9

n
2
6
5
3
1

Group 3
%
11.8
35.3
29.4
17.6
5.9

n
3
6
7
3
1

%
15
30
35
15
5

The ethnicity of the participants showed that the majority in all groups were European
American. Group 1 had 22 (64.7%), group 2 had 14 (82.4%), and group 3 had 17 (85%)
that self-reported as Caucasian. I list details of the ethnicity ranges and distribution of
the group samples in Table 4.
Table 4
Ethnicity of Participant Population for Groups 1, 2, and 3

Ethnicity
Population
African American
Asian/Pacific
Islander
Caucasian
Hispanic/Latina
Native
American/American
Indian
Total

Group 1

Group 2

Group 3

n
4

%
11.8

n
0

%
0

1

2.9

0

0

22
7

64.7
20.6

14
7

82.4
20.6

0

0

1

5.9

34

100%

17

100%

n
1

%
5

17
1

85
5

19

100%

The length of marriage for the participants varied as in group 1 the majority, 7
couples, had been married 16-20 years (20.6%), in group 2 the majority, 5 couples, had
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been married 11-15 years (29.4%), and in group 3 the majority, 6 couples, had been
married only 1-5 years (30%). I list details of the marital status and distribution of the
group samples in Table 5.
Table 5
Years Married for the Participant Population for Groups 1, 2, and 3

Years Married

Group 1
n
3
2
6
5
7
4
3
4
34

Under 1 year
1-5 years
6-10 years
11-15 years
16-20 years
21-25 years
26-30 years
31 years and over
Total

Group 2

%
8.8
5.9
17.6
14.7
20.6
11.8
8.8
11.8
100

n
0
4
2
5
3
1
1
1
17

Group 3

%
0
23.5
11.8
29.4
17.6
5.9
5.9
5.9
100

n
0
6
3
3
2
3
1
2
20

%
0
30
15
15
10
15
5
10
100

The majority of all three groups had a minimum education level of college
degree. In group 1 the majority of the participants, 14, had a master’s degree (41/2%),
group 2 the majority of the participants, 6, had a bachelor’s degree (35.3%), and in
group 3 the majority of the participants, 9, had a bachelor’s degree (45%). I list details
of the education level ranges and distribution of the group samples in Table 6.

Table 6
Education Level for the Participant Population for Groups 1, 2, and 3
Educational Level
No Education
High School or
equivalent

Group 1

Group 2

Group 3

n
0

%
0

n
0

%
0

n
0

%
0

3

8.8

1

5.9

0

0
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The majority of all three groups were employed and worked full-time jobs.
Group 1 had 21 participants working full time 40+ hours per week (61.8%), group 2 had
8 participants working full time 40+ hours per week (47.1%), and group 3 had 9
participants working full time 40+ hours per week (45%). I list details of the
employment status ranges and distribution of the group samples in Table 7.
Table 7
Employment Status for the Participant Population for Groups 1, 2, and 3
Employment Status
Employed full time
(40+ hours a week)
Employed part-time
(less than 40 hours a
week)
Homemaker/Caregiver
Self-employed
Student
Unemployed
Unable to work
Disabled
Other
Total

Group 1

Group 2

Group 3

n

%

n

%

n

%

21

61.8

8

47.1

9

45

4

11.8

0

0

1

5

2
2
3
2
0
0
0
34

5.9
5.9
8.8
5.9
0
0
0
100

3
2
3
1
0
0
0
17

17.6
11.8
17.6
5.9
0
0
0
100

4
0
5
0
1
0
0
20

20
0
25
0
5
0
0
100

When it came to the participant’s veterans, the majority of them had all been
deployed to combat. Group 1 had 8 ((23.5%) veterans deployed to combat at an average
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of two times each. Group 2 had 6 (35.3%) veterans deployed to combat at an average of
at least six or more times each. Group 3 was split with having 7 (35%) veterans that
were deployed to combat at an average of one time each and another 7 (35%) veterans
that were deployed to combat two times each. I list details of the number of times
deployed to combat and ranges and distribution of the group samples in Table 8 below.
Table 8
Number of Times Veteran Deployed to Combat for Groups 1, 2, and 3

Times Veteran
Deployed to Combat
0
1
2
3
4
5
6 or more
Total

Group 1
n
2
7
8
5
4
2
6
34

%
5.9
20.6
23.5
14.7
11.8
5.9
17.6
100

Group 2
n
1
4
3
2
1
0
6
17

%
5.9
23.5
17.6
11.8
5.9
0
35.3
100

Group 3
n
1
7
7
0
4
0
1
20

Data Analysis
The Wilcoxon signed-rank test
I performed the Wilcoxon signed-rank test to assess the outcomes between two
periods. The test statistic was a non-parametric version of a paired t-test. The
assumptions of the test require:


the dependent variable is measured on an ordinal, continuous scale



the independent variable consists of two categorical match pairs, in this

case, the same participants but at the pre and post periods


there are no significant outliers or differences between the two groups of

%
5
35
35
0
20
0
5
100
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independent variables


For the Wilcoxon signed-rank test, normality is not assumed.

I performed the analysis by treatment group to acknowledge the differences amongst
the groups in terms of research design.
Group 1 (Faith Intervention Group)
For group 1, there was a statistically significant difference between the periods with
respect to faith (z=-3.018, p-value=0.003). There were more negative ranks for faith
suggesting the post-period was higher than the pre-phase. For group 1, there was a
statistically significant difference between the periods with respect to anxiety (z=-4.359,
p-value=0.000). There were more positive ranks for anxiety suggesting the pre-period
was higher than the post-phase. For group 1, there was a statistically significant
difference between the periods with respect to PSS stress score (z=-4.327, pvalue=0.000). There were more positive ranks for PSS stress score suggesting the postperiod was higher than the pre-phase. For group 1, there was a statistically significant
difference between the periods with respect to PTSD score (z=-4.219, p-value= 0.000).
There were more positive ranks for faith suggesting the post-period was higher than the
pre-phase.
Group 2 (Secular Group)
For group 2, there was no statistically significant difference between the periods with
respect to faith (z=-1.286, p-value= 0.196). There were more negative ranks for faith
suggesting the post-period was higher than the pre-phase. For group 2, there was a
statistically significant difference between the periods with respect to anxiety (z= -2.357,
p-value= 0.011). For group 2, there was a statistically significant difference between the
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periods with respect to PSS stress score (z= -2.789, p-value= 0.005). There were more
positive ranks for the PSS score suggesting the post-period was higher than the prephase. For group 2, there was a statistically significant difference between the periods
with respect to PTSD score (z= -4.219, p-value= 0.000). There were more positive ranks
for PTSD suggesting the post-period was higher than the pre-phase.
Group 3 (Self-Coaching Control Group)
For group 3, there was no statistically significant difference between the periods with
respect to faith (z=-1.749, p-value=0.080). For group 3, there was a statistically
significant difference between the periods with respect to anxiety (z=-3.166, pvalue=0.002). There were more positive ranks for anxiety suggesting the pre-period was
higher than the post-phase. For group 3, there was a statistically significant difference
between the periods with respect to PSS stress score (z=-2.776, p-value=0.006). There
were more positive ranks for the PSS score suggesting the post-period was higher than
the pre-phase. For group 3, there was a statistically significant difference between the
periods with respect to PTSD score (z=-2.433, p-value=0.015). There were more
positive ranks for PTSD suggesting the post-period was higher than the pre-phase.
Analysis for the Seven Hypotheses
Analysis for Hypothesis 1
There will be a statistically significant difference between pretest and posttest
scores on the intervention groups’ perceived stress scales after faith-based life coaching.
For group 1, there was a statistically significant difference between the periods with
respect to PSS stress score (z=-4.327, p-value=0.000). There were more positive ranks
for PSS stress score suggesting the post-period was higher than the pre-phase. Figure 6
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shows the mean differences between pre and post in terms of perceived stress score
(PSS).
Figure 6
Group 1- Pre and Post Perceived Stress Scores

Analysis for Hypothesis 2
There will be a statistically significant difference between pretest and posttest
scores on the intervention groups’ anxiety scales after faith-based life coaching.
For group 1, there was a statistically significant difference between the periods with
respect to anxiety (z=-4.359, p-value=0.000). There were more positive ranks for
anxiety suggesting the pre-period was higher than the post-phase. In figure 7, it shows
the mean differences between pre and post in terms of self-rating anxiety score (SAS).

Figure 7
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Group 1 Pre and Post Self-Rating Anxiety Scores

Analysis for Hypothesis
There will be a statistically significant difference between pretest and posttest
scores on the intervention groups’ (Group 1) spiritual scales after faith-based life
coaching. For group 1, there was a statistically significant difference between the
periods with respect to faith (z=-3.018, p-value=0.003). There were more negative ranks
for faith suggesting the post-period was higher than the pre-phase. In figure 8, it shows
the mean differences between pre and post in terms of faith score.
Figure 8
Group 1- Pre and Post Faith Scores
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Analysis for Hypothesis 4:
The spouses in the faith-based intervention group will have better outcomes than
spouses in the non-faith-based group and the control group on measures of perceived
stress. While there cannot be a direct comparison of the groups with a paired t-test, it
assessed which groupings yielded a statistically significant result. It seemed that all three
groupings showed statistical significance. Group 1 showed differences between pre and
post (z=-4.327, p-value=0.000). Group 2 and 3 were statistically significant as Group 2
(z=-2.789, p-value=0.005) and Group 3 (z=-2.776, p-value=0.006) respectively. In
figure 9 it shows the mean differences between pre and post in terms of perceived stress
scores for each of the groups. The PSS score is lower at post than it was at pre.
Figure 9
Group 1, 2, and 3 PSS Scores
Group 1 PSS Scores

Group 2 PSS Scores
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Group 3 PSS Scores
Group 3 PSS Scores

Analysis for Hypothesis 5
The spouses in the faith-based intervention group will have better outcomes than
spouses in the non-faith-based group and the control group on measures of anxiety.
While there cannot be a direct comparison of the groups with a paired t-test, it was
assessed, which groupings yielded a statistically significant result. It seemed that all
three groupings showed statistical significance. Group 1 showed differences between pre
and post (z=-4.359, p-value=0.000). Group 2 and 3 were statistically significant as
Group 2 (z=-2.357, p-value=0.011) and Group 3(z=-3.166, p-value=0.002) respectively.
In figure 10 it shows the mean differences between pre and post in terms of self-rating
anxiety scores for each of the groups. The SAS score is lower at post than it was at pre.
Figure 10
Group 1 SAS Scores

Group 2 SAS Scores

Group 3 SAS Scores
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Analysis for Hypothesis 6
The spouses in the faith-based intervention group will have better outcomes than
spouses in the non-faith-based group and the control group on measures of faith. While
there cannot be a direct comparison of the groups with a paired t-test, it assessed which
groupings yielded a statistically significant result. It seemed that only group 1 showed
statistical significance. Group 1 showed differences between pre and post (z=-3.018, pvalue=0.003). Group 2 and 3 were not statistically significant as Group 2 (z=-1.286, pvalue=0.196) and Group 3(z=-1.749, p-value=0.080) respectively. In figure 11 it shows
the mean differences between pre and post in terms of faith scores for group 1. It shows
the faith score is higher at post than it was at pre.
Figure 11
Group 1 Faith Pre and Post Scores

Analysis for Hypothesis 7
There will be a correlation when a spouse’s stress and anxiety levels are reduced,
they will have an improved overall physical and mental health status. All three groups
showed a decrease in their stress and anxiety levels and an increase in their overall
physical and mental health status.

132
Group 1: Showed a decrease in stress and anxiety levels and an improvement in overall
physical health and mental status with question 30 on the questionnaire of the SF-20 “In
general would you say your health is 1) Excellent 2) Very good 3) Good 4) Fair 5) Poor”
being statistically significant (z=-2.500,p-value=0.012). In figure 12 it shows the mean
differences between pre and post in terms of group 1, question 30 of the questionnaire
on the SF-20. It shows that question 30 is higher at post than it was at pre.
Figure 12
Group 1 SF-20, Pre and Post Question 30

Pre Q30

Post Q30

Group 2: Showed a decrease in stress and anxiety levels and an improvement in overall
physical health and mental status with question 30 on the SF-20 “In general would you
say your health is 1) Excellent 2) Very good 3) Good 4) Fair 5) Poor” being statistically
significant (z=-2.121, p-value=0.034). In figure 13 it shows the mean differences
between pre and post in terms of group 2, question 30 on the questionnaire for the SF20. It shows that question 30 is higher at post than it was at pre.
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Figure 13
Group 2 SF-20, Pre and Post Question #30

Pre Q30

Post Q30

Group 2: Showed an increase in body pain. Question #32 on the SF-20 “How much
bodily pain have you had during the past 4 weeks? 1-None, 2-Very mild, 3-Mild, 4Moderate, 5 Severe, 6 Very severe” The group as a whole had an increase in body pain
(z=-2.180, p-value=0.005). In figure 14 it shows the mean differences between pre and
post in terms of group 2, question 32 of the questionnaire for the SF-20. It shows that
question 32 is higher at post than it was at pre.
Figure 14
Group 2 SF-20, Pre and Post Question #32

Pre Q32

Post Q32
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Group 3: Showed a decrease in stress and anxiety levels and an improvement in overall
physical health and mental status with question #36 on the questionnaire of the SF-20
“How much of the time, during the past month, has your health limited your social
activities (like visiting with friends or close relatives)?” The group as a whole had a
decrease in their health limiting their social activities (z=-2.160, p-value=0.031). In
figure 15 it shows the mean differences between pre and post in terms of group 3,
question 36 of the questionnaire for the SF-20.
Figure 15
Group 3 SF-20, Pre and Post Question #36

SF-20

Pre Q36

Post Q36

I performed the Wilcoxon signed-rank test to assess the outcomes between two
periods. The test statistic is a non-parametric version of a paired t-test. The assumptions
of the test require:


the dependent variable is measured on an ordinal, continuous scale



the independent variable consists of two categorical match pairs, in this

case, the same participants but at the pre and post periods


there are no significant outliers or differences between the two groups of

independent variables
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For the Wilcoxon signed-rank test, normality is not assumed.

I performed the analysis by acknowledging the differences within the treatment groups
and those differences amongst the groups in terms of research design.
Wilcoxon Signed Ranks Test
Table 9
SF-20- Groups and Questions That Are Statistically Significantly

Questions
Question 30
Question 30
Question 32
Question 36

Group
1
2
2
3

Z
-2.5
-2.121
-2.81
-2.16

P-value
0.012*
0.034*
0.005*
0.031*

*p<.05 Statistically Significance

PCL-M
The Wilcoxon signed-rank test revealed there was a significant difference from
the pre and post-assessment for group one when it comes to a decrease in secondary
PTSD. It also showed statistical significance in all groups when it came to a decrease in
secondary PTSD. Group one’s results were dramatic overall as it was consistent
throughout all parameters. Group two and three’s patterns were not as great compared
pre and post indirectly. For group 1, there was a statistically significant difference
between the periods with respect to Secondary PTSD score (z=-4.219, p-value=0.000).
There were more negative ranks for Secondary PTSD suggesting the post-period was
lower than the pre-phase.
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Figure: 16
Group 1 Pre and Post Secondary PTSD Scores (PCL-M)

For group 2, there was not a statistically significant difference between the periods with
respect to Secondary PTSD score (z=-1.392, p-value=0.164). However, there were still
more negative ranks for Secondary PTSD suggesting the post-period was lower than the
pre-phase.
Figure: 17
Group 2- Pre and Post, Secondary PTSD Scores (PCL-M)
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For group 3, there was a statistically significant difference between the periods with
respect to Secondary PTSD score (z=-2.433, p-value=0.015). There were more negative
ranks for Secondary PTSD suggesting the post-period was lower than the pre-phase.
Figure: 18
Group 3- Pre and Post, Secondary PTSD Scores (PCL-M)

ANOVA
I used the ANOVA to assess only the post-period with respect to the various
scores across treatment groups. There must be at least three groups to conduct the
analysis. There were three groups. None of the groups were statistically significant. And
it is important to note that some of the participants did not have a post-period and
removed from the analysis because of it.
There is no statistically significant difference between the treatment groups with
respect to stress (F (2,64) =2.714, p-value=0.074).
There is no statistically significant difference between the treatment groups with
respect to PTSD (F (2,64) =0.355, p-value=0.703).
There is no statistically significant difference between the treatment groups with
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respect to anxiety (F (2,64) =2.045, p-value=0.138).
There is no statistically significant difference between the treatment groups with
respect to faith (F (2,64) =0.079, p-value=0.924).
The ANOVA showed no evidence of effect at the post-only assessment level and
this is most likely because the participants were all from the same population- Veteran
spouses with stress and anxiety.
Summary
Throughout this chapter, I gave an overview of the statistical data analysis
including the participant demographic of each of the three groups, the descriptive
statistical analysis that showed the intervention group (group 1) had dramatic results in
comparison to the other two groups. However, the other two groups also had statistically
significant results in many of the areas addressing the hypotheses. I discussed each
hypothesis (7) and explained the data analysis and the use of Statistical Package 27 for
the Social Sciences (SPSS27) to perform the following: Wilcoxon signed-rank test and
ANOVA.
The Wilcoxon signed-rank test revealed there was a significant difference
between the pre and post-assessment for group one in terms of increase in faith. It also
showed statistical significance in all groups when it came to a decrease in stress, anxiety,
and secondary PTSD, and overall health. Group one’s results were dramatic overall, as it
was consistent throughout all parameters. Group two and three’s patterns were not as
great compared pre and post indirectly.
The ANOVA showed there were three groups, however, none of the groups were
statistically significant at post because all participants were from the same population.
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According to the statistical data analysis, I accepted the seven hypotheses and discussed
this in detail in the next chapter.
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CHAPTER FIVE: CONCLUSIONS
Overview
This final chapter presents the conclusions, summary, intentions, limitations, and
recommendations for future research derived from the completion and data analysis of
the study, which was to measure the effect faith-based group life coaching had on the
levels of stress and anxiety by comparing self-reported pre and post-assessments in
female spouses of veterans diagnosed with PTSD. The theories used in this research
study were cognitive behavior theory, psychoeducation theory, and theological theory. I
will interpret the results in detail along with drawing the implications of those details. In
the past, life coaching with modalities focused on anti-stress and anti-anxiety techniques
contributed to reducing stress and anxiety in their subjects. Researchers addressed the
needs of military veterans with PTSD, but only a small number investigated the needs of
their female spouses who often fulfill the role of caregiver. I conducted a faith-based life
coaching study delivered over 21 days to help the stress and anxiety levels of female
spouses of veterans with PTSD. The researcher was also the life coach facilitator
throughout the study.
Based on the statistically significant results presented in Figure 4, the faith-based
coaching program demonstrated success inconsiderably in comparison to the other two
non-faith-based groups. The non-faith-based life coaching program also had significant
results supporting the success of the program in helping to reduce stress and anxiety
levels at a statistically significant level. Additionally, the data revealed how group
coaching sessions can be delivered through the internet using a coaching application
where people access daily audios and videos, through Zoom for live coaching sessions,
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and Facebook groups used for the community. Online access allows for flexibility
especially when the participant is also a home caregiver.
In reviewing salient literature, I was unable to find completed empirical studies,
similar to the one I conducted. My contribution helps to fill a gap in knowledge
concerning how to address the stress and anxiety levels in female spouses of veterans
with PTSD. The purpose of this study was to compare the effectiveness of 21 days of
faith-based online group life coaching versus 21 days of non-faith-based online group
coaching and a control group on stress and anxiety levels in spouses of veterans with
combat-related PTSD recruited from social media. The participants were female spouses
of veterans with PTSD ranging from age 18 to 69 who self-reported living with stress
and anxiety. I recruited the participants using Facebook ads to help get a sample from all
over the world and through an email blast to veteran’s spouse students attending a large
University. Randomization determined their group assignment. It was a quantitative
experimental comparative group study. I obtained pertinent data through self-reported
demographics, pre-, and post-assessment responses. The statistical methods used
included the Wilcoxon signed-rank test and ANOVA.
Discussion
Every group produced statistically significant results when it came to
improvement in pre and post levels of stress, anxiety, secondary PTSD, and overall
physical and mental health. However, group 1 numbers were dramatically higher than
the other groups at post overall. Group 1 was the only group that had statistically
significant results in pre and post when it came to an increase in faith. With the
intervention being ‘faith,’ the results of the data indicated the intervention (Faith)
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influenced the participants. Group 1 had drastic results consistently throughout all the
parameters, which include not only greater faith, but also a reduction in stress, anxiety,
secondary PTSD scores, and a component of overall physical and mental health. Group
2 and Group 3 also showed improvements in stress, anxiety, and secondary PTSD, but
the pattern was not as high in comparison to Group 1.
Based on the indicated findings, I drew the following conclusions:
1. The findings conclude group one (faith-based) was the only group that had a
statistically significant increase in faith.
2. The findings conclude the intervention of faith had a drastic influence on the
effect of levels of stress and anxiety in Group 1, was consistent through all
parameters and drastic compared to the other two secular groups.
3. The findings revealed Group 2 and Group 3 showed a decrease in levels of
stress and anxiety, however, the pattern was not as significant as that of Group
one (faith-based).
Based on these results, I deemed the intervention (Faith) had an influence. The
overall dynamics of each group’s results indicated the 21-day group life coaching
program was effective at reducing stress and anxiety levels across all groups. I will use
the remainder of this chapter to discuss the implications for research and practice,
limitations, and recommendations for future research.
Using the findings, I confirmed the existing multi-theory synthesis with the
application of cognitive behavior, psychoeducation, theological, and integrative theory
incorporated into faith-based life coaching as effective at decreasing stress and anxiety
levels in female spouses of veterans with PTSD. I also validated the assumption that
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having a community of like individuals would help add to the overall improvement of
their emotional health. Researchers have shown evidence that community, social, and
peer support can reduce negative emotions and psychological responses while also being
a useful tool for health care professionals to improve family adjustment in spouses of
war veterans with PTSD (Vagharseyyedin et al., 2017).
Descriptive statistics such as paired t-tests, ANOVA, and Wilcoxon signed-rank
test assisted in analyzing the data and accurately describing the variables such as the
participant's perceived stress levels, anxiety levels, secondary PTSD levels, faith levels,
and overall physical and mental health. The Wilcoxon (paired t-test) compared the group
mean differences. The results showed group one was the only group that had statistical
significance in every variable. Group one was one group out of the three that had a
statistical significance when it came to an increase in faith. The Wilcoxon signed-rank
test answered hypotheses 1-4 and research questions 1-4 by showing that group one had
the most increase in faith and was also the group with the most drastic improvement in
lowering levels of stress, anxiety, and overall health. The Wilcoxon signed-rank test
showed that the intervention group had an influence. Group one was consistent
throughout all parameters. Group two and group three’s patterns were not as consistent
as group one in all parameters when comparing pre and post indirectly.
I performed a one-way analysis of variance (ANOVA) to determine if there were
significant differences between the three groups at post on the various dependent
variables. Using ANOVA supported comparing more than two means. ANOVA is a
non-parametric ANOVA and does not inflate any data. ANOVA shows differences as

144
variability. The sample size was good, but if the sample size was better the results would
improve.
The spouses from all three groups merged into one Facebook group at the end of
the study per their request and they continue to communicate with each other, share
resources, along with making and responding to prayer requests. They have formed a
camaraderie and bond with other spouses going through similar life situations and
therefore understand what they endure from day-to-day, who can laugh, talk, or cry
together.
Strengths of this study include an experienced life coach who walked in the same
shoes as the participants and facilitated all three groups parallel with the same start and
end dates, delivered the same content to group two and three (non-faith-based) and the
same content with the addition of scriptures and Christian worldview to group one. All
groups received a hardcopy and digital copy of the workbook, online delivered audios,
and videos recorded by the life coach facilitator by using the Healthie app
Unexpected Results
Some interestingly positive outcomes arose from this study that I did not
anticipate, but nonetheless important enough to highlight. Some of the participants
shared learned skills and techniques with their veterans and their children when they felt
stressed or panicked. Some went to the extent of sharing technical data of positive
results such as decreases in their veteran’s blood pressure, stress, and anxiety levels.
Veterans can learn coping techniques and skills from their spouses who are involved in
their lives. Because the spouse is doing them, it is only natural for them to share newly
learned skills with the family. Since the spouse is an influential person in the veteran’s
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life and may also be their caregiver, they can introduce healthy lifestyle changes to the
veteran in many ways.
Just a few examples of how a veteran spouse can introduce healthy lifestyle
changes with their partner includes preparing anti-anxiety foods, doing meditation
together, taking walks outside together, practicing breathing techniques and yoga
exercises, challenging negative thoughts, participating in artistic expressions, praying,
using diffuse essential oils or pets for calming, and other self-care techniques. It is also
possible reductions in the spouse’s stress and anxiety levels may decrease triggers or
reactions their partner experience. More recent researchers suggested not including
spouses in the treatment sessions of a veteran’s PTSD, could risk heightening instability
in their relationship (Miller et al., 2013). Previous investigators, along with outcomes
from my study support the importance of how the spouses should include their partners
in their homework lessons and share their learned skills and techniques. More recently,
researchers showed the benefit of incorporating the spouses into treatment (Monson et
al., 2009). The dependent variable was the introduction of faith-based online group life
coaching.
Spouses from the two non-faith-based groups asked at least once if they could
pray for the group without any direction or manipulation from the facilitating life coach.
The spouses initiating prayer in the non-faith-based groups were vital to share because it
was a faith-based study. When the facilitator did not share scripture or the Christian
worldview, participants attended to the task on their own. This confirmed that when
people are suffering, stressed, anxious, or lonely they turn to the One who can heal,
fulfill, and give them hope, God. The Bible clearly states we were made for relationship
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(Hebrews 10:24-25) to worship together in community while encouraging each other
and when two or more are gathered in his name, there He is in the midst of them
(Matthew 18:20).
Conclusions
The significant positive influence of the faith intervention was not surprising.
Faith is a measure of the extent to which one believes. God has control over health, and
this finding supported the assumption the faith-based component of a health intervention
would be more attractive to those who believed in God’s involvement in their wellbeing.
Task value measures the extent to which the individual values the specific behavior and
in this case, active participation in the program. Of all the independent variables in the
model, task value appeared to have the strongest influence. While task value did not
explain all the variations, or the intention to participate in an activity. Its prominence in
the model should be noted for practical reasons and further discussed later in this
chapter.
Implications
I conducted this study to contribute to the existing body of knowledge and
theory, which has meaning for community care and counseling. Using the results to
influence appropriate community counseling /family and marriage counselors,
incorporates the theories of CBT, psychoeducation, and theology as the basis of the
coaching delivery style used in this research. Christian worldview aspects related to this
reflect the coaching received by the faith-based group from a biblical standpoint.
Acknowledging God as the change agent, the coach led the program by beginning and
ending each session with group one in prayer, and sometimes one of the participants
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closed the session in prayer. The techniques and skills were based on or backed by
scripture. They invited the Holy Spirit to heal, restore, and strengthen the participants
through their faith, but they understood the need to do the daily work. Based on these
conclusions, coaches and health practitioners should consider using alternative
treatments like the ones offered in the daily coaching program or offer a 21-day life
coaching program like this one to help reduce stress and anxiety levels in people facing
deleterious symptoms. According to researchers, these types of daily exercises and
techniques completed daily over 21 days can help create long-lasting change (Leaf,
2013).
I pave the way for other future effectiveness and implementation of 21-day life
coaching for people dealing with stress and anxiety in other practice and community
settings. Life coaches can administer the program to children, teenagers, women, men,
couples, military, and veteran communities, along with law enforcement and church
communities, and the community at large.
Limitations
Limitations exist in all studies. In this instance, the group coaching sizes were
not equal, as group one had 45 participants, group two had 31 participants, and group
three had 35 participants. The majority of the participants identified as Caucasian, which
did not contribute to a culturally diverse sample. Some active group participants did not
complete their post-assessments. Because of this I did not include their pre-assessment
and removed them from the data analysis. Many spouses did not meet eligibility criteria
because they answered yes to the following eligibility question: “Do you have any of the
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following: psychosis, serious psychological impairment, or suicidal/homicidal
ideation?”
Recommendations for Future Research
My research clearly illustrates how effective faith and a life coaching program
can be in reducing the levels of stress and anxiety in particular populations. However, it
also raises additional questions. To better understand the implication of these results,
future researchers can address other areas not included in this current study. There
remains limited empirical research on veteran spouses with stress and anxiety. Future
researchers should replicate the study using different populations such as:


Male veteran spouses



Children of veterans– Research in this area is lacking causing other

family members to cope with similar problems.


Spouses of active-duty military pre-deployment or even right after but

before separation from the military. Doing this at this stage can take a proactive
approach and may help equip them with skills and techniques prior to separation
and before exacerbated stress and anxiety.


Military members before the time of deployment to take more

preventative measures that can help spouses build a toolbox of skills to build
tolerance and healthy coping holistic skills.


Couples



Families



Pre and post-deployment for couples
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A spouse who will intentionally share daily techniques with veterans as

this study showed how many did that on their own and gave quantitative results
like, decrease in blood pressure and anxiety by using the breathing techniques.
Summary
I used cognitive behavior, psychodynamic, and theological theory to ground the
delivery of coaching sessions, the overall program, and the workbook given to the
participants. Providing an organized 21-day faith-based group life coaching program for
female spouses of veterans with PTSD can have a positive effect on decreasing their
stress and anxiety levels. Using the results, I documented that the faith-based group
(group 1), not only learned how to cope or manage their stress and anxiety, along with
how to decrease their levels through learning new skills and techniques backed by
biblical scripture. Group one’s results were dramatic overall as it was consistent
throughout all parameters. Group two and three’s patterns were not as good when
comparing pre and post indirectly. Interestingly, the other two groups that were not
faith-based also showed improvement in their stress and anxiety levels. Their level of
faith did increase, but it was not at a statistically significant level as group one.
The newly learned skills will be a part of the participant's toolbox they can reach
into as needed for the rest of their life. They can pick and choose what worked for them
and continue to use them as needed on their own. When people who are hurting come
together in a community of others they can relate to, who pray and believe together, they
begin to feel they are not alone but belong, feel supported, and heard, while learning
new self-care techniques and how to combat negative thoughts. Their adaptation
signifies behavior change happened. The participant spouses become equipped to
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continue on their path of living resilient, productive, and healthy lifestyles using the new
skills as needed.
I further contributed to the field of Christian psychology and Christian
counseling by adding to the empirical evidence that faith is a powerful intervention
when included in a program where stress and anxiety levels can decrease more than in
non-faith based.
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APPENDIX A: IRB Approval Letter

February 10, 2021
Esperanza Lugo
Dr. Daniel Marston
Re: IRB Exemption - IRB-FY19-20-357 THE EFFECTIVENESS OF FAITH-BASED GROUP
LIFE COACHING ON STRESS AND ANXIETY LEVELS IN SPOUSES OF VETERANS WITH
POST-TRAUMATIC STRESS
Dear Esperanza Lugo, Dr. Daniel Marston:
The Liberty University Institutional Review Board (IRB) has reviewed your application
in accordance with the Office for Human Research Protections (OHRP) and Food
and Drug Administration (FDA) regulations and finds your study to be exempt from
further IRB review. This means you may begin your research with the data
safeguarding methods mentioned in your approved application, and no further IRB
oversight is required.
Your study falls under the following exemption category, which identifies specific
situations in which human participants research is exempt from the policy set forth
in 45 CFR 46:101(b):
Category 2.(iii). Research that only includes interactions involving educational tests
(cognitive, diagnostic, aptitude, achievement), survey procedures, interview
procedures, or observation of public behavior (including visual or auditory
recording) if at least one of the following criteria is met:
The information obtained is recorded by the investigator in such a manner that the
identity of the human subjects can readily be ascertained, directly or through
identifiers linked to the subjects, and an IRB conducts a limited IRB review to make
the determination required by §46.111(a)(7).
Your stamped consent form can be found under the Attachments tab within the
Submission Details section of your study on Cayuse IRB. This form should be copied
and used to gain the consent of your research participants. If you plan to provide
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your consent information electronically, the contents of the attached consent
document should be made available without alteration.
Please note that this exemption only applies to your current research application,
and any modifications to your protocol must be reported to the Liberty University
IRB for verification of continued exemption status. You may report these changes by
completing a modification submission through your Cayuse IRB account.
If you have any questions about this exemption or need assistance in determining
whether possible modifications to your protocol would change your exemption
status, please email us at irb@liberty.edu.
Sincerely,
G. Michele Baker, MA, CIP
Administrative Chair of Institutional Research
Research Ethics Office
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APPENDIX B: Consent

Consent
Title of the Project: The Effectiveness of Faith-Based Group Life Coaching on Stress and
Anxiety Levels in Spouses of Veterans with Post-Traumatic Stress Disorder
Principal Investigator: Esperanza Lugo, Doctoral Candidate, Liberty University
Invitation to be Part of a Research Study
You are invited to participate in a research study. In order to participate, you must be 18
years of age or older, a female spouse of a U.S. Veteran with post-traumatic stress disorder
(PTSD) for more than 6 months, have had any level of stress and/or anxiety in the past 12
months, be able to speak, read, and write English, have access to the web daily through your
own smart phone, computer, or tablet, and be willing to participate in a 21-day faith-based
life coaching program (if selected for that group). Individuals who have any psychosis,
serious psychological impairment, or any thoughts to harm yourself or others, will be
excluded from this study. Taking part in this research project is voluntary.
Please take time to read this entire form and ask questions before deciding whether to take
part in this research project.
What is the study about and why is it being done?
The purpose of the study is to evaluate a relationship that might exist between faith-based
life coaching and the stress and anxiety levels of female spouses of male Veterans with
military-related post-traumatic stress disorder (PTSD) in a 21-day web-based group.
What will happen if you take part in this study?
If you agree to be in this study, you will be randomly (like drawing numbers from a hat)
assigned to one of three groups: a faith-based coaching group, secular coaching and selfcoaching. Depending on which group you are assigned to, you will be asked to do the
following:
Group 1: Faith-Based Life Coaching
1. Complete before study assessments: demographic questionnaire, Post Traumatic Stress
Disorder Check List- Military Version (PCL-M), Perceived Stress Scale (PSS), Santa Clara
Strength of Religious Faith Questionnaire (SCSRFQ), Self-Rating Anxiety Scale (SAS), and
20-item Short Form (SF-20)= 30 minutes.
2. Participate in a live, faith-based life coaching group consisting of 4 sessions occurring on
days 1, 8, 15 and 21 of the 21-day program. The day 1 session will last approximately 2
hours, the other sessions will last one hour each.
3. Utilize the daily life coaching application called "Healthie" for up to 15 minutes per day
for 17 days. This will take 4 hours and 15 minutes total over the course of the study.
4. Complete a workbook for up to 15 minutes per day for 21 days. This will take 5 hours
and 15 minutes total over the course of the study.
5. Complete the same assessments you did before the study started at the end of the study:
PCL-M, PSS, SCSRFQ, SAS, and SF-20=30 minutes.
Total Time Estimate for Group 1= 15 hours and 40 minutes
Liberty University IRB-FY19-20-357 Approved on 2-10-2021
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Group 2: Secular Life Coaching
1. Complete before study assessments: demographic questionnaire, PCL-M, PSS, SCSRFQ,
SAS, and SF-20= 30 minutes.
2. Participate in a live, secular-based life coaching group consisting of 4 sessions occurring
on days 1, 8, 15 and 21 of the 21-day program. The day 1 session will last approximately 2
hours, the other sessions will last one hour each.
3. Utilize the daily life coaching "Healthie" application for up to 15 minutes per day for 17
days. This will take 4 hours and 15 minutes total over the course of the study.
4. Complete a workbook for up to 15 minutes per day for 21 days. This will take 5 hours
and 15 minutes total over the course of the study.
5. Complete the same assessments you did before the study started at the end of the study:
PCL-M, PSS, SCSRFQ, SAS, and SF-20= 30 minutes.
Total Time Estimate for Group 2 = 15 hours and 40 minutes Group 3: Self-Coaching
1. Complete before study assessments: demographic questionnaire, PCL-M, PSS, SCSRFQ,
SAS, and SF-20= 30 minutes.
2. Complete a workbook for up to 15 minutes per day for 21 days. This will take 5 hours
and 15 minutes total over the course of the study.
3. Complete the same assessments you did before the study started at the end of the study:
PCL-M, PSS, SCSRFQ, SAS, and SF-20= 30 minutes.
Total Time Estimate for Group 3 = 6 hours and 25 minutes
How could you or others benefit from this study?
The direct benefits participants should expect to receive from taking part in this study are
21 days of Life Coaching at no cost, and you may learn new skills and self-care techniques
used for stress and anxiety.
Benefits to society can include gaining knowledge of using life coaching to address stress
and anxiety in Veteran spouses and the community in general.
What risks might you experience from being in this study?
The risks involved in this study are minimal, which means they are equal to the risks you
would encounter in everyday life. You may become uncomfortable when answering some
questions on the questionnaires. I am a mandatory reporter for child abuse, child neglect,
elder abuse, or intent to harm self or others. If I am aware of such information, I am required
to report it to appropriate authorities.
How will personal information be protected?
The records of this study will be kept private. Research records will be stored securely, and
only the researcher will have access to the records. Published reports will not include any
information that will make it possible to identify a subject. Data collected from you may be
shared for use in future research studies or with other researchers. If data collected from you
is shared, any information that could identify you, if applicable, will be removed before the
data is shared.
Liberty University IRB-FY19-20-357 Approved on 2-10-2021
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• Participant responses will be kept confidential through the use of codes.
• Data will be stored on a password-locked computer and may be used in future
presentations. After three years, all electronic records will be deleted.
• Please be advised that although the researcher will take every precaution to maintain
confidentiality of the data, the nature of groups prevents the researcher from guaranteeing
confidentiality. Confidentiality cannot be guaranteed in the live Zoom life coaching group
and private Facebook group settings. While discouraged, other members of the groups may
share what was discussed with persons outside of the group. The researcher would like to
remind participants to respect the privacy of your fellow participants and not repeat what is
said in the focus group to others.
Is study participation voluntary?
Participation in this study is voluntary. Your decision whether to participate will not affect
your current or future relations with Liberty University. If you decide to participate, you are
free to not answer any question or withdraw at any time without affecting those
relationships.
What should you do if you decide to withdraw from the study?
If you choose to withdraw from the study, please contact the researcher at the phone
number included in the next paragraph. Should you choose to withdraw, data collected from
you will be destroyed immediately and will not be included in this study.
Whom do you contact if you have questions or concerns about the study?
The researcher conducting this study is Esperanza Lugo, Doctoral Candidate. You may ask
any questions you have now. If you have questions later, you are encouraged to contact the
researcher. You may also contact the researcher’s faculty sponsor, Dr. Daniel Marston.
Whom do you contact if you have questions about your rights as a research
participant?
If you have any questions or concerns regarding this study and would like to talk to
someone other than the researcher, you are encouraged to contact the Institutional Review
Board, 1971 University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515 or email at
irb@liberty.edu
Your Consent
By signing this document, you are agreeing to be in this study. Make sure you understand
what the study is about before you sign. You will be able to print a copy of this document
for your records. The researcher will keep a copy with the study records. If you have any
questions about the study after you sign this document, you can contact the study team using
the information provided above.
I have read and understood the above information. I have asked questions and have
received answers. I consent to participate in the study.
____________________________________
Printed Subject Name
____________________________________
Signature & Date
Liberty University IRB-FY19-20-357 Approved on 2-10-2021
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APPENDIX C: Email to Potential Participants
Recruitment Email
Dear Fellow Liberty Students,
As a doctoral candidate in the School of Behavior Sciences at Liberty University, I am
conducting research as part of the requirements for a doctoral degree. The purpose of my
research is to (1) evaluate a relationship that might exist between faith-based life
coaching and the stress and anxiety levels of female spouses of male Veterans with
military-related PTSD in an online group forum and (2) compare the stress and anxiety
levels of each participant before and after 21-days of being in one of the following three
groups: faith-based life coaching group, the secular life coaching group, or the selfcoaching control group. I am writing to invite eligible participants to join my study.
Participants must be 18 years of age or older, a female spouse of a Veteran who has
PTSD lasting over 6 months, have had any level of stress and/or anxiety in the past 12
months, have daily access the internet through use of a smart phone, tablet or computer,
able to access Facebook, able to read, write, and speak English, and be willing to
participate in 21-day faith-based life coaching program. This study will exclude any
individual with psychosis, cognitive impairment (that affects cognitive or emotional
functions to the extent that capacity for judgment and reasoning is significantly
diminished): Having either a psychiatric disorder (e.g., psychosis, neurosis, personality
or behavior disorders), or an organic impairment (e.g., dementia), persons under the
influence of or dependent on drugs or alcohol, or suicidal/homicidal ideation
If you are willing and eligible to participate, you will be randomly placed in one of the
three study groups:
Group 1: Faith-Based Life Coaching
1. Complete pre-assessments: demographic questionnaire, Post Traumatic Stress
Disorder Checklist for Military (PCL-M), Perceived Stress Scale (PSS), Santa Clara
Strength of Religious Faith Questionnaire (SCSRFQ), Self-Rating Anxiety Scale (SAS),
and 20-Item Short Form Survey (SF-20)= 30 minutes.
2. Participate in a live, faith-based life coaching group consisting of 4 sessions occurring
on days 1, 8, 15 and 21 of the 21-day program. The day 1 session will last approximately
2 hours, the other sessions will last one hour each.
3. Utilize the daily life coaching "Healthie" application for up to 15 minutes per day for
17 days. This will take 4 hours and 15 minutes total over the course of the study.
4. Complete a workbook for up to 15 minutes per day for 21 days. This will take 5 hours
and 15 minutes total over the course of the study.
5. Complete post-assessments: PCL-M, PSS, SCSRFQ, SAS, and SF-20= 30 minutes.
Total Time Estimate for Group 1= 15 hours and 40 minutes
Group 2: Secular Life Coaching
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1. Complete pre-assessments: demographic questionnaire, PCL-M, PSS, SCSRFQ, SAS,
and SF-20= 30 minutes.
2. Participate in a live, secular-based life coaching group consisting of 4 sessions
occurring on days 1, 8, 15 and 21 of the 21-day program. The day 1 session will last
approximately 2 hours, the other sessions will last one hour each.
3. Utilize the daily life coaching "Healthie" application for up to 15 minutes per day for
17 days. This will take 4 hours and 15 minutes total over the course of the study.
4. Complete a workbook for up to 15 minutes per day for 21 days. This will take 5 hours
and 15 minutes total over the course of the study.
5. Complete post-assessments: PCL-M, PSS, SCSRFQ, SAS, and SF-20= 30 minutes.
Total Time Estimate for Group 2 = 15 hours and 40 minutes
Group 3: Self-Coaching
1. Complete pre-assessments: demographic questionnaire, PCL-M, PSS, SCSRFQ, SAS,
and SF-20= 30 minutes.
2. Complete a workbook for up to 15 minutes per day for 21 days. This will take 5 hours
and 15 minutes total over the course of the study.
3. Complete post-assessments: PCL-M, PSS, SCSRFQ, SAS, and SF-20= 30 minutes.
Total Time Estimate for Group 3 = 6 hours and 25 minutes
Names and other identifying information will be requested as part of this study, but the
information will remain confidential.
In order to participate, please click here to complete a screening survey: Research

Eligibility Survey (qualtrics.com)

If you are found eligible to participate, based on the screening survey responses, you
will be asked to consent to participate. The consent document contains additional
information about my research. After you read, agree, and sign the consent form, you
may be invited to participate and will receive a separate email with a link to complete a
pre study questionnaire.
Sincerely,
Esperanza Lugo
Doctoral Candidate
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APPENDIX D- Advertisement (Facebook and Instagram)
Facebook Page Name: Veteran Spouses 21-Day Life Coaching Research Study
Link: https://www.facebook.com/Veteran-Spouse-21-Day-Life-Coaching-ResearchStudy-102175271557503/?modal=admin_todo_tour
Username: @VeteranspouseResearch
Message: m.me/VeteranspouseResearch
Ad: “Veteran Spouses: Take a brief l online confidential survey if you are interested in
participating in a Research Study 21-Day Life Coaching Program for Stress and Anxiety
in Spouses of Veterans who have Post Traumatic Stress Disorder (PTSD). Explore the
Facebook page for more information.”
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APPENDIX E- Flyer
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APPENDIX F: Eligibility Questions
Question Title
1. Are you 18 years of age or older?
2. Are you female?
3. Are you the spouse of a Veteran?
4. Does your Veteran have military related post-traumatic stress disorder (PTSD)
over 6 months?
5. Have you had any level of stress and/or anxiety in the last 6 months?
6. Do you have any of the following: psychosis, serious psychological impairment,
or suicidal/homicidal ideation?
7. Do you have daily access to a computer, tablet, or smartphone to access email,
Facebook, and an app?
8. Are you available and willing to fully participate in a 21-day faith-based life
coaching program?
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APPENDIX G: Demographic Questions
The demographic data collected at enrollment after the consent included the following:
1. What is your age?
2. Race/ethnicity?
3. Marital status?
4. Years married?
5. Children?
6. How many?
7. Education level?
8. Employment status
Demographics about their Veteran will also be collected which include the following:
9. Veteran’s age?
10. Years served in military?
11. Which branch of service?
12. Which type of service?
12. Was he enlisted or an officer?
13. Did he serve in combat?
14. If so, which war (s)?
15. How many times did he deploy to combat missions?
16. Did he ever deploy to non-combat missions?
17. What is your Veteran’s education level?
18. What is your Veteran’s employment status?
19. If your Veteran is disabled, what is their VA disability rating?
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APPENDIX H- PTSD Military (PCL-M)
Below is a list of problems and complaints that veterans sometimes
have in response to a stressful military experience. Please read each one
carefully and circle one of the numbers to the right that best applies to
how much you have been bothered by that problem in the last month.

https://deploymentpsych.org/system/files/member_resource/4-PCL-M.pdf
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APPENDIX I- Perceived Stress Scale (PSS)
Perceived Stress Scale- 10 Item
Instructions: The questions in this scale ask you about your feelings and thoughts
during the last month. In each case, please indicate with a check how often you felt or
thought a certain way.
1. In the last month, how often have you been upset because of something that
happened unexpectedly?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
2. In the last month, how often have you felt that you were unable to control the
important things in your life?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
3. In the last month, how often have you felt nervous and "stressed"?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
4. In the last month, how often have you felt confident about your ability to handle your
personal problems?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
5. In the last month, how often have you felt that things were going your way?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
6. In the last month, how often have you found that you could not cope with all the
things that you had to do?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
7. In the last month, how often have you been able to control irritations in your life?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
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8. In the last month, how often have you felt that you were on top of things?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
9. In the last month, how often have you been angered because of things that were
outside of your control?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
10. In the last month, how often have you felt difficulties were piling up so high that
you could not overcome them?
___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often
This scale can be found in the following articles:
Cohen, S., Kamarck, T., Mermelstein, R. (1983). A global measure of perceived stress.
Journal
of Health and Social Behavior, 24, 385-396.
Cohen, S., & Williamson, G. (1988). Perceived stress in a probability sample of the
United States. In S. Spacapam & S. Oskamp (Eds.), The social psychology of health:
Claremont Symposium on applied social psychology. Newbury Park, CA: Sage.
Conditions of Scale Use: Permission for use of the scale is not necessary when use is for
academic research or educational purposes. If you need written permission, please write
the letter with a line for signature, along with a self-addressed, stamped envelope and
send to:
Ellen Conser
Department of Psychology
Carnegie Mellon University
5000 Forbes Avenue
Pittsburgh, PA 15213
or email your request with your complete address included:
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APPENDIX J- Santa Clara Strength of Religious Faith Questionnaire
(SCSRFQ)
Please answer the following questions about religious faith using the scale below.
Indicate the level of agreement (or disagreement) for each statement.
1 = strongly disagree 2 = disagree 3 = agree 4 = strongly agree
_____ 1. My religious faith is extremely important to me.
_____ 2. I pray daily.
_____ 3. I look to my faith as a source of inspiration.
_____ 4. I look to my faith as providing meaning and purpose in my life.
_____ 5. I consider myself active in my faith or church.
_____ 6. My faith is an important part of who I am as a person.
_____ 7. My relationship with God is extremely important to me.
_____ 8. I enjoy being around others who share my faith.
_____ 9. I look to my faith as a source of comfort.
_____ 10. My faith impacts many of my decisions.
To score, add the total scores. They will range from 10 (low faith) to 40 (high faith)
(Plante & Boccaccini, 1997).
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APPENDIX K- Self-Rating Anxiety Scale (SAS)
For each item below, please check the column which best describes how often you felt
or behaved this way during the past several days.
A Little of

Some of

Good Part of
Most of The Time

1. I feel more nervous and anxious

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

Most of The Time

than usual.

Most of The Time
2. I feel afraid for no reason at all.

The Time

The Time

The Time

A Little of

Some of

Good Part of
Most of The Time

3. I get upset easily or feel panicky.

4. I feel like I’m falling apart and

The Time

The Time

The Time

A Little of

Some of

Good Part of
Most of The Time

The Time

The Time

The Time

A Little of

Some of

Good Part of

going to pieces.

5. I feel that everything is all right
and nothing bad will happen.

Most of The Time
The Time

The Time

The Time
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A Little of

Some of

Good Part of
Most of The Time

6. My arms and legs shake and

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

Most of The Time

tremble.

7. I am bothered by headaches neck

Most of The Time

and back pain.

Most of The Time
8. I feel weak and get tired easily.

Most of The Time
9. I feel calm and can sit still easily.

Most of The Time
10. I can feel my heart beating fast.

Most of The Time
11. I am bothered by dizzy spells.

The Time

The Time

The Time
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A Little of

Some of

Good Part of
Most of The Time

12. I have fainting spells or feel like

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

Most of The Time

it.

Most of The Time
13. I can breathe in and out easily.

14. I get numbness and tingling in

Most of The Time

my fingers and toes.

15. I am bothered by stomach aches

Most of The Time

or indigestion.

Most of The Time
16. I must empty my bladder often.

17. My hands are usually dry and
warm.

Most of The Time
The Time

The Time

The Time
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A Little of

Some of

Good Part of
Most of The Time

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

A Little of

Some of

Good Part of

The Time

The Time

The Time

Most of The Time
18. My face gets hot and blushes.

19. I fall asleep easily and get a

Most of The Time

good night’s rest.

Most of The Time
20. I have nightmares.

Score my Answ ers

Zung (1971)
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APPENDIX L- Short Form Survey Instrument (SF-20)
Patient Questionnaire
Choose one option for each questionnaire item.
1. In general, would you say your health is:
1 - Excellent
2 - Very good
3 - Good
4 - Fair
5 - Poor
2. For how long (if at all) has your health limited you in each of the following
activities?
Limited for
more than 3

Limited for 3 Not
months or less limited at

months
a. The kinds or amounts of vigorous
activities you can do, like lifting heavy
objects, running or participating in strenuous
sports

1

all

2

3
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Limited for
more than 3

Limited for 3 Not
months or less limited at

months
b. The kinds or amounts of moderate

all

1

2

3

1

2

3

1

2

3

1

2

3

1

2

3

activities you can do, like moving a table,
carrying groceries, or bowling
c. Walking uphill or climbing a few flights of
stairs
d. Bending, lifting, or stooping

e. Walking one block

f. Eating, dressing, bathing, or using the toilet

3. How much bodily pain have you had during the past 4 weeks:
1 - None
2 - Very mild
3 - Mild
4 - Moderate
5 - Severe
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6 - Very Severe
4. Does your health keep you from working at a job, doing work around the house, or
going to school?
1 - YES, for more than 3 months
2 - YES, for 3 months or less
3 - NO
5. Have you been unable to do certain kinds or amounts of work, housework, or
schoolwork because of your health?
1 - YES, for more than 3 months
2 - YES, for 3 months or less
3 - NO
For each of the following questions, please mark the circle for the one answer that
comes closest to the way you have been feeling during the past month.
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All

Most

the

of the

time time

A good Some
bit of

of the

the time time

A

None

little of of the
the

time

time
6. How much of the time, during the

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

1

2

3

4

5

6

past month, has your health limited
your social activities (like visiting
with friends or close relatives)?
7. How much of the time, during the
past month, have you been a very
nervous person?
8. During the past month, how much
of the time have you felt calm and
peaceful?
9. How much of the time, during the
past month, have you felt
downhearted and blue?
10. During the past month, how
much of the time have you been a
happy person?
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All

Most

the

of the

time time

A good Some
bit of

of the

the time time

A

None

little of of the
the

time

time
11. How often, during the past

1

2

3

4

5

6

month, have you felt so down in the
dumps that nothing could cheer
you up?
12. Please mark the circle that best describes whether each of the following statements
is true or false for you.
Definitely
true
a. I am somewhat ill

b. I am as healthy as

Mostly
true

Not

Mostly

sure

false

Definitely
false

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

anybody I know
c. My health is excellent

d. I have been feeling bad
lately
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APPENDIX M- Audios/Videos
Audios will be recorded by the life coach for some of the daily session topics. Videos
recorded by the life coach will be made to deliver some of the daily topics.
21 Day
Life Coaching Program
Daily Session Scripts for Audio Recordings
(The Faith-Based information is in italics)
DAY 1
PSYCHOEDUCATION, CBC TECHNIQUES, GOALS
[Live Group Coaching through Zoom]
See Coach’s Manual
DAY 2
WALKING AND WATER
[Video]
Did you know the Bible mentions a form of the word “walk” over 413 times? One of the
miracles was when Jesus walked on water and told the disciples to not be afraid and
Peter took a step of faith and walked out to him. Let us be reminded of this and that
when we walk we are not alone, but God is always with us.
Today, we will be discussing the importance of walking and water when it comes to
stress and anxiety.
Walking can help relieve stress. Walking gives you time to think, as well as time to get
away from stressors. Getting out of the stressful environment, breathing the air, and
feeling your body move is natural stress-relief.
How often you walk, the pace you walk, and where you walk can make a huge
difference. So walking regularly, at a brisk pace, and in nature can have so many health
benefits.
Just as chronic anxiety and stress release excess hormones, adrenaline and cortisol, that
wreak havoc on your physical and mental well-being, walking, releases feel-good
hormones called endorphins which help to balance the others out.
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Making time to walk can seem difficult to add into an already full schedule, but even
just a 5-10 minute brisk or 30-minute light walk can be beneficial.
1)
Helps get rid of that unused energy built up
2)
Increases blood flow and carbon dioxide naturally
3)
Sensory distractions. See the scenery of nature, different smells, hear
birds feel the wind or sun (vitamin D), touch flowers, get barefoot and feel the
grass or ground under your feet (some people do grounding).
Grounding is reconnecting with the earth’s electrons which can enhance fascinating
physiological modifications and reports of well-being. To do this you can just spend 1015 minutes a day walking barefoot. It has been shown to connect people to the earth
which can reduce inflammation, lift mood, decrease stress and anxiety (Chevalier et al.,
2012).
Some walking Tips:

Have a good pair of walking shoes

Use a pedometer to track your steps, and set a daily steps goal

Schedule your walk time into your daily calendar and make it a routine

If you don’t have thirty minutes, five or ten is better than nothing!
Now, let’s talk about drinking water.
Did you also know that water is mentioned 722 times in the Bible and used to symbolize
life, healing, cleansing, salvation, the Holy Spirit and Christ? It’s such an essential
component of life, and it’s interesting that it was created on the very first day and it is
almost the last words of the Bible as it says, “And let everyone who is thirsty come. Let
anyone who wishes take the water of life as a gift.” In Revelations 22:17. Water flows
throughout the Scripture, and this should remind us of its importance…both spiritually
and physically.
Did you know that 70% of your body is made of water and your brain is 85% water?
All of our organs, including our brains, need water to function. Not getting enough water
can lead to dehydration causing our body stress. Being dehydrated can increase our
stress hormones (cortisol). And being stressed can cause dehydration. While drinking
water may not alleviate anxiety, it can help it not be so intense.
Water physically cleanses and spiritually purifies. It has calming properties, it’s
soothing and creates feeling of relaxation. Some of the benefits of water are:

Delivers nutrients to the body and brain

Removes toxins and inflammation

Increases hydration
Tips:
 Drink a minimum of ½ your weight in ounces of water. 200 lbs. = 100
ounces at a minimum.
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 1st and last thing I put in my body
 Keep water in strategic places (bedroom, desk, kitchen)
 Drink throughout your day
 Use a pitcher with the total ounces you need each day, keep refilling
water bottle
 Log it so you don’t have to try to remember or guess
 Infuse water with lemon, cucumber, etc.
Walking or drinking more water in and of themselves may not be enough to provide
you some relief but combining them together with other techniques you’ll be learning
may. Remember: one step at a time and one sip at a time!
If this is something you would like to start doing, then ask yourself: how many steps do
you want to walk each day? How many cups of water should you drink at a minimum
each day? These questions and others can also be found in your workbook.
DAY 3
Diaphragmatic Breathing Script
[Faith-Based Audio]
Today, we will be doing diaphragmatic breathing, it has many known benefits in
reduction of stress, tension, anxiety- calming the body’s fight or flight response to better
focus the mind and the body. It can help you relax by activating the body’s natural
relaxation response which helps restore a state of calm and wellbeing.
Breathing techniques are purely for physical benefit and relaxation purposes. God gave
you your breath. In Genesis 2:7 we see God breathed life into the first person he created,
and breath gave him a spirit and gave him life as it does for us. When we feel stress and
anxiety, two effective ways for bringing relief are breathing and prayer.
For centuries, faith traditions have combined these two common, everyday human
actions as a means for caring for oneself and getting through tense times.
During times of stress or anxiety our natural tendency is to either hold our breath or to
breathe in the shallow rapid manner. if we keep our stomach muscles held in tight when
we breathe, we restrict expansion of our lungs and rob our bodies of optimal oxygen.
This puts our bodies in the state up alarm that creates the sensation of anxiety. Taking a
few slow, deep breaths sends a signal to our body to relax. Controlling your breathing is
like putting on the brakes: it slows down your body’s responses and brings you back to a
restful state of calm and out of a state of high alert.
Research confirms what real-life experience shows: relaxation exercises like this one,
help manage stress and focus the mind on things above. Learning how to slow down
your breathing is a great way to counter your mind and body’s response to stress,
anxiety and to increase your overall resilience.
Retraining your breathing, though, takes practice – but it’s worth it, because as you
practice controlling your breath, you’ll find that it gets easier and easier – and the
benefits get greater and greater. Not to mention, you can do it anywhere anytime and it
does not cost you a thing.
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Now, to better understand how breathing affects your relaxation response, it helps to
know a bit about the biology behind it.
The Diaphragm
Your lungs span from the top of your chest down to your diaphragm. The diaphragm is
a dome-shaped muscle under your lungs that rises and falls as you breathe. When you
inhale deeply, the diaphragm presses down: your stomach pooches out and your lungs
expand, pulling in air and oxygenating your blood. When you exhale, your diaphragm
moves up, pressing air out of your lungs and releasing your belly so that it sinks in
again.
Diaphragmatic, or belly breathing, takes advantage of the full range of movement of
your diaphragm. It’s how babies and children naturally breathe, and it’s probably how
you breathe when you’re asleep or relaxed. Did you know that the diaphragm was the
second thing God formed on you in your mother’s womb? The first was the spinal cord.
The diaphragm has many roles in the health of your body.
Diaphragmatic breathing activates the relaxation response by supplying an excess of
oxygen to the blood and contributes to balancing emotions and the body begins to relax.
When you’re first learning how to belly breathe, you might find it easier to follow these
instructions while lying down. Pay attention to the flow of your breath. Strive to make it
smooth and gentle. As you become more comfortable with belly breathing, try doing it
sitting up. Even if it’s hard at first, you’ll find that you’ll become more comfortable with
diaphragmatic breathing, it will get easier and more automatic over time. Be patient.
Although “breathing” sounds like it should be easy to do, diaphragmatic breathing takes
practice. Now, we will move onto the diaphragmatic breathing exercise practice.
This breathing exercise is safe for almost everybody. But if you experience any
unpleasant sensations, if you have difficulty breathing or feeling dizzy, nervous or out of
control. Then go back to breathing normally. Remember that the purpose of this exercise
is to help you learn how to slow down and relax. You can shorten or lengthen the time
of each breath to make it more comfortable for you.
Let’s walk through it slowly then we’ll start the breathing practice.
First, find a quiet place where you know you won’t be disturbed. Lie down on your
back on a flat surface. Put one hand on your upper chest and one on your belly, just
below your rib cage. Close your eyes and breathe in slowly through your nose. You’ll
should feel the hand on your belly rise noticeably, while the hand on your chest will
barely move. Then tighten up your stomach muscles and slowly exhale, as if you are
pulling your belly button into your spine, allowing the air to gradually escape through
your lips. The hand on your stomach will fall quite a bit, while the hand on your upper
chest will hardly move.
During the exercise, as you breathe in: Select a word that expresses what you need from
God for yourself, such as: “Patience”, “Focus,” “Peace,”, “Calm”, or something else.
Say this word each time you breathe in. Allow yourself to receive this gift. I’ll use
words that you can use or use your own.
Then as you exhale: Select a word that expresses your frustration or struggle, such as:
“Stress”, “Anxiety”, “Anger,” “Fear”, or another word. Say this word each time you
breathe out. Allow yourself to let go of this pressure and give it to God. I’ll use words
that you can use or say your own.
Ready? Let’s start.
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Breathe in by taking air deep into your belly. Allow your belly to expand while your
shoulders and chest stay relaxed
Breathe out slowly allowing the air you exhale to deflate your belly, …………. pause
naturally
Breathe in by taking air deep into your belly. Allow your belly to expand while your
shoulders and chest stay relaxed
Breathe out slowly allowing the air you exhale to deflate your belly...…...……....pause
naturally
Breathe in…………………………………………………………. feel free to invite
God to be with you right now
Breathe out slowly…………………………………………….…………. relax in God’s
presence
Breathe in deeply using your
diaphragm………………………………………………...think love
Breathe out slowly………………………………….……………………………. focus
on relaxing
Breathe in……………………………………………….…
……………………….….think calm
Now breathe
out……………………………………………………………….……………..stress
Breathe in by taking air deep into your belly.
……………………………………....…think peace
Breathe out slowly……………………………………………………..cast your cares on
the Lord
Breathe in
deeply…………………………………………………………………….……patience
Breathe
out………………………………………………………………….………...…frustration
Breathe in deeply by using your diaphragm
…………...………………………….………….hope
Now breathe out
slowly………………………………………………………...………………fear
Breathe in deeply …………….. now we’ll repeat words going
backwards…………………..hope
Breathe out
………………………………………………………………………………..…....fear
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Breathe in by taking air deep within your
belly……..………………………….…………patience
Breathe out
slowly……………………………………………………………….………frustration
Breathe in deeply
………………………………………………………………………….…peace
Breathe out slowly……………………………………………………..cast your cares on
the Lord
Breath in by taking air deep within your
belly………………………...………………………calm
Breathe out
……………………………………………………………………………...……stress
Breathe in
deeply………………………………………………………...………………think love
Now breathe out slowly……………………………………………………….…focus on
relaxing
Breathe in, by taking air deep within your belly………………………….…invite God’s
presence
Breathe out slowly……………………………………………………..…………focus
on relaxing
Breathe in deeply using your
diaphragm…………………………………………………...…calm
Breathe out
slowly……………………………………………………………….……..…and relax
Breathe in deeply using your
diaphragm…………………………………………….…think peace
Breathe
out……………………………………………………………………………………Relax
As you end this exercise you can continue to keep your breathing to be deeper and
slower, enjoying how at peace you feel. When you are ready, if your eyes were closed,
you can open them, focus on your surroundings, thank God for this time.
Slowly return to a standing position, and continue with the rest of your day, feeling
calm, peaceful, and re-energized.
Diaphragmatic Breathing Script
[Non-Faith-Based Audio]
Breathe in by taking air deep into your belly. Allow your belly to expand while your
shoulders and chest stay relaxed
Breathe out slowly allowing the air you exhale to deflate your belly, ………….pause
naturally
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Breathe in by taking air deep into your belly. Allow your belly to expand while your
shoulders and chest stay relaxed
Breathe out slowly allowing the air you exhale to deflate your belly...…...…….....pause
naturally
Breathe in …………………………………………………………………...…… Think
of the # 3
Breathe out
slowly…………………………………………….………………………………relax
Breathe in deeply using your diaphragm…………….…………………………... Think
of the # 4
Breathe out slowly………………………………….…………………………….focus
on relaxing
Breathe in
……………………………………………………………….……………Think the # 5
Now breathe
…………………………………………………………………………………..relax
Breathe in by taking air deep into your belly.
…………………………………………………….6
Breathe out slowly………………………………………………………………..focus
on relaxing
Breathe in
deeply………………………………………………………………………………….7
Breathe out………………………………………………………………….……focus
on relaxing
Breathe in deeply by using your diaphragm
…………...………………………………………..8
Now breathe out
slowly……………………………………………………………………….relax
Breathe in deeply …………….. now we’ll count your breaths
backwards.………………….…..8
Breathe out
………………………………………………………………………………..…..relax
Breathe in by taking air deep within your
belly……..…………………………………………….7
Breathe out
slowly……………………………………………………………….……………relax
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…………….
Breathe in deeply
…………………………………………………………………………………6
Breathe out slowly…………………………………………………………..……focus
on relaxing
Breath in by taking air deep within your
belly………………………...………………………….5
Breathe out
……………………………………………………………………………………relax
Breathe in
deeply………………………………………………………...………………………..4
Now breathe out
slowly……………………………………………………………………….relax
Breathe in, by taking air deep within your
belly………………………………….……………….3
Breathe out slowly……………………………………………………..…………focus
on relaxing
Breathe in deeply using your
diaphragm………………………………………………………….2
Breathe out
slowly……………………………………………………………….……………relax
Breathe in deeply using your
diaphragm…………………………………………...……………1
Breathe
out……………………………………………………………………………...…….Relax
As you end this exercise you can continue to keep your breathing to be deeper and
slower, enjoying how relaxed you feel. When you are ready, you can open your eyes (if
they were closed), focus on your surroundings, and return you mind to its usually level
of alertness.
Slowly return to a standing position, and continue with the rest of your day, feeling reenergized.
4-7-8 BREATHING
[Audio]
The 4-7-8 breathing technique, also known as “relaxing breath,” involves breathing in
for 4 seconds, holding the breath for 7 seconds, and exhaling for 8 seconds.
This breathing pattern aims to reduce stress and anxiety or help you get to sleep.
It has been said to help with the following:

reducing anxiety
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helping a person get to sleep
managing cravings
controlling or reducing anger responses
Before starting the breathing pattern, adopt a comfortable sitting position and place the
tip of the tongue on the tissue right behind the top front teeth.
To use the 4-7-8 technique, focus on the following breathing pattern:

empty the lungs of air

breathe in quietly through the nose for 4 seconds

hold the breath for a count of 7 seconds

exhale forcefully through the mouth, pursing the lips and making a
“whoosh” sound, for 8 seconds

repeat the cycle up to 4 times






Spend a few minutes writing about or identifying any feelings you experience when
relating to your breath as the en-spirited flow of God's life-giving love both to you and
through you.
DAY 4
CHALLENGING & CHANGING ANXIETY INDUCING NEGATIVE CORE
BELIEFS
[Video]
Negative core beliefs are highly individual. Identifying damaging or potentially
damaging core beliefs. Similar to the sail on a boat, if it’s directed towards danger, that’s
the way it’s going to go. Negative core beliefs steer what we say to ourselves about
ourselves.
So for example a person who has the harmful core belief that they are a failure in life
that person they're going to notice with fine detail every single thing that they do wrong
every single thing that they say wrong every single thing that they get wrong they will
internalize any negative feedback coming from other people in their life or any
unfavorable feedback coming from their environment and they will internalize this as
being a confirmation that their harmful negative belief is correct.
And with a strongly held negative core belief this is going to occur despite positive
information that comes into their life and may serve to disprove that negative self-bias
when positive things happen in this person's life. They might use language like I just got
lucky this time around or I don't deserve this in my life. Now this pattern of downgraded
thinking causes a tremendous amount of anxiety and it really can stand in the way of you
achieving even a partial or even a fraction of your potential.
This will be an intimate process.
#1 - The first step in changing a negative core belief is to identify it
The most direct way to identify negative core beliefs is to practice noticing themes in
your
thinking, and to write those themes down in a notebook. For instance, if throughout the
week you
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discover that your thinking is negative or damaging to yourself, or highly critical of
others, it
would be an indication that a negative core belief may be present.
If you can look in your workbook right now, there is a small sampling of common
negative core beliefs that lead to anxiety. A few of these are:
I’m not worthy of love and affection, I’m not enough, I’m not attractive, I’m a
failure………
#2 - Identify evidence AGAINST the core belief
For example, if you hold the core belief that you are not worthy of love and affection, I
want to help you dig-up some evidence from your own past experiences that dispute or
disproves this harmful belief. Example:
Negative Belief: "I'm not lovable"
Evidence Against the Core Belief (write this evidence in your own words)

"I do loving things for the people I care about, so of course I'm worthy of
love in return"

"Despite our differences, my spouse really loves me"

"My children love me"

"I have a loving and caring relationship with my friends"
#3 - Identify what a more positive and realistic belief might be
The key to coaching you on this new belief is to make sure it is positive and reflects
reality. An unrealistic new belief might sound like "I'm an angel who always does good
things,
so of course EVERYONE loves me" If the new belief does not have some aspect of
reality it
will be easily discarded by the mind.
A realistic and healthy new belief would sound something like this. "I have many
qualities that
are lovable and admirable, while having both strengths and faults"
#4 – I challenge you to commit to recite your new empowering belief whenever the
old negative one arises.
It has been well-established that by designing and taking ownership of your 'self-talk'
you can
begin the process of cognitive restructuring. To say it another way . . .you can learn to
think differently about yourself!
You can write yours out in your workbook.
#5- Last but certainly not least- Give it to God!
If you want to forever change a long-standing limiting belief, you have to find the part
of yourself that has bought the idea that there’s no way forward, and open that part of
yourself to God’s love. It’s what we almost always forget to do: Opening the part of you
that is discouraged, and that has given up, to God’s love—without trying to change or
get rid of it yourself-give it to Him. After all, You were made in His image (Solomon
2:23), You are fearfully and wonderfully made (Psalm 139:14).
You may experience of God’s love, mercy, compassion, and grace for you, even when
you are discouraged and hurting and can’t see a way forward. You may feel Him
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holding that part of you and encouraging that discouraged part of yourself. And if you
stay with that love, that discouraged part of you will be transformed. It will go from
being helpless to being hopeful.
Proverbs 18:21 says “Words kill, words give life; they’re either poison or fruit—you
choose.” (MSG).
You will begin to experience the truth that “with God all things
are possible!”
DAY 5
MINDFULNESS MEDITATION FOR ANXIETY
[Faith-Based Audio]
Did you know the words meditate and meditation occur 21 times in the Bible? God’s
approach to mindfulness is to have a mind full of His Word (Morgan, viii).
Some of the key symptoms of anxiety include tight, tense muscles, shallow, rapid
breathing, worried thoughts, and shaking. With this anxiety relaxation mindfulness
exercise you will target each of these areas to help reduce anxiety and induce the
relaxation response.
Did you know the words meditate and meditation occur 21 times in the Bible? God’s
approach to mindfulness is to have a mind full of His Word (Morgan, viii).
First focus on breathing. Calm breathing is key to being calm and relaxed. Take a deep
breath in through your nose.
Now exhale through your mouth, as if you are blowing out a candle. Blow out all the
air.
As you inhale, focus on slowing down your breathing into a calm rhythm. Exhale fully,
releasing all the air.
Continue to breathe slowly and calmly.
Now that you are getting the oxygen you need, realize that your only job right now is to
keep yourself as comfortable as possible while giving all your concerns to God until this
feeling passes. Fighting against the anxiety only makes it stronger, so right now, accept
that you are feeling anxious. Let's focus on being calm and peaceful, fixing our thoughts
on the Lord (Hebrews 3:1) to relieve anxiety.
Repeat the following phrases.
I am feeling anxious right now, but I am okay. This feeling will pass, and no harm will
come to me. Even though I feel frightened, I am safe- God is with me. I will soon be
calm. The Lord will see me through this. I am making myself as comfortable as possible
while I wait for the anxiety to decrease. I will become gradually more calm and relaxed
until this feeling passes.
Continue to ask God to give you peace and be calmed………..relaxed.
As you continue to breathe slowly in, and exhale fully, and as you continue to repeat
calming thoughts, now we can address any shaking or trembling you are experiencing.
When you experience anxiety, your body is in fight-or-flight mode. Your heart is
pumping quickly so that oxygen can be delivered for your muscles to allow you use
those muscles to escape from danger. There is no real danger right now, so the
adrenaline is flowing through your body but not being used. Your muscles are so ready
for action that they are trembling.
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You can help this trembling to decrease by physically shaking out the tension. Imagine
that you are shaking water off of your hands to dry them. Shake your hands. Allow your
hands and wrists to be limp as you shake your hands and forearms quickly back and
forth. Imagine drops of water flying off of your fingertips. Imagine your tension
draining out your fingertips and being shaken away. Now stop and allow your hands to
be still. Noticed how much more relaxed your hands feel? They may even feel
pleasantly tingly.
Continue with even breathing and calm thoughts.
Inhale, think "Do not be anxious about anything"
Exhale, think “In every situation, I present my concerns to God"
Inhale "God’s peace"
Exhale “Will guide my heart and mind" (Philippians 4:6-7)
The last area to focus on now to relieve anxiety is your tense muscles. Your muscles
become painful, tired, and cramped as a result of stress or anxiety. You can help your
muscles relax now by first allowing your lower jaw to drop so your teeth are not
touching. Let your jaw be relaxed and loose. Now lower your shoulders. Let your
shoulders be relaxed and loose. You may even want to move your arms or shoulders in
some circles, forward.... and back.... and now let your shoulders become limp as you
increase the distance between your shoulders and your ears. Raise your arms above your
head and stretch..... and now release the muscles as you gently lower your arms to your
sides. Turn your head to the left, back to center, and to the right. Look down, look
straight ahead, look up. Bring your head to a relaxed and neutral position. Straighten
your back into correct posture. Keep your back upright but maintain the natural curves
of your spine.
You can continue to move, stretch, and relax to allow your muscles to become less
tense.
In summary, the four steps for quick relaxation to relieve anxiety are:
Number 1: Breathe. Remember to breathe slowly and exhale fully.
Number 2: Calm your thoughts. Remind yourself that anxiety will pass.
Number 3: Physically shake out the tension.
Number 4: Relax your muscles, especially your jaw and upper back.
Continue to do these things until you feel calm and the anxiety is gone.
Remember that “You can do all things through God who gives you strength”
(Philippians 4:13).
[Non-Faith-Based Audio]
Some of the key symptoms of anxiety include tight, tense muscles, shallow, rapid
breathing, worried thoughts, and shaking. With this anxiety relaxation exercise, you will
target each of these areas to help reduce anxiety and induce the relaxation response.
First focus on breathing. Calm breathing is key to being calm and relaxed. Take a deep
breath in through your nose.
Now exhale through your mouth, as if you are blowing out a candle. Blow out all the
air.
As you inhale, focus on slowing down your breathing into a calm rhythm. Exhale fully,
releasing all the air.
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Continue to breathe slowly and calmly.
Now that you are getting the oxygen you need, realize that your only job right now is to
keep yourself as comfortable as possible while this feeling passes. Fighting against the
anxiety only makes it stronger, so right now, accept that you are feeling anxious. Let's
focus on calming your thoughts to relieve anxiety.
Repeat the following phrases.
I am feeling anxious right now, but I am okay. This feeling will pass, and no harm will
come to me. I am safe, even though I feel frightened. I will soon be calm, even though I
am experiencing anxiety right now. I will get through this. I am making myself as
comfortable as possible while I wait for the anxiety to decrease. I can help myself to
become gradually calmer and more relaxed until this feeling passes.
Continue to give yourself calming messages.
As you continue to breathe slowly in, and exhale fully, and as you continue to repeat
calming thoughts, now we can address any shaking or trembling you are experiencing.
When you experience anxiety, your body is in fight-or-flight mode. Your heart is
pumping quickly so that oxygen can be delivered for your muscles to allow you use
those muscles to escape from danger. There is no real danger right now, so the
adrenaline is flowing through your body but not being used. Your muscles are so ready
for action that they are trembling.
You can help this trembling to decrease by physically shaking out the tension. Imagine
that you are shaking water off of your hands to dry them. Shake your hands. Allow your
hands and wrists to be limp as you shake your hands and forearms quickly back and
forth. Imagine drops of water flying off of your fingertips. Imagine your tension
draining out your fingertips and being shaken away. Now stop and allow your hands to
be still. Noticed how much more relaxed your hands feel? They may even feel
pleasantly tingly.
Continue with even breathing and calm thoughts.
Inhale, think "I am becoming more and more calm"
Exhale, think "I am feeling more and more relaxed."
Inhale "Calm"
Exhale "Relaxed"
The last area to focus on now to relieve anxiety is your tense muscles. Your muscles
become painful, tired, and cramped as a result of stress or anxiety. You can help your
muscles relax now by first allowing your lower jaw to drop so your teeth are not
touching. Let your jaw be relaxed and loose. Now lower your shoulders. Let your
shoulders be relaxed and loose. You may even want to move your arms or shoulders in
some circles, forward.... and back.... and now let your shoulders become limp as you
increase the distance between your shoulders and your ears. Raise your arms above your
head and stretch..... and now release the muscles as you gently lower your arms to your
sides. Turn your head to the left, back to center, and to the right. Look down, look
straight ahead, look up. Bring your head to a relaxed and neutral position. Straighten
your back into correct posture. Keep your back upright but maintain the natural curves
of your spine.
You can continue to move, stretch, and relax to allow your muscles to become less
tense.
In summary, the four steps for quick relaxation to relieve anxiety are:
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Number 1: Breathe. Remember to breathe slowly and exhale fully.
Number 2: Calm your thoughts. Remind yourself that anxiety will pass.
Number 3: Physically shake out the tension.
Number 4: Relax your muscles, especially your jaw and upper back.
Continue to do these things until you feel calm and the anxiety is gone.
DAY 6
AUTOMATIC THOUGHTS
[Video]
Strong negative emotions like fear and anxiety those emotions they remain so close to
us that they blind our ability to relate to the whole or more holistic picture of what's
really going on in that moment.
So, we wind up experiencing this whirlwind of bundled up tangled up negative
emotions and really in the absence of any sound strategy for getting out of this.
This storm of negativity can get out of hand rather quickly and you know this if you've
personally experienced like most of us have, harmful negative or ruminating thoughts
that cause you to judge yourself harshly.
I’d like to reintroduce you to the Thought Challenge Record to establish a process for
replacing negative anxiety inducing thoughts and replacing those thoughts with more
positive and realistic thoughts and thought patterns. The thought challenge process is not
a simple feel good strategy where I encourage you to think positive thoughts during
negative circumstances.
The strategy of challenging thoughts works to widen perspective and it enables you to
see things more realistically and more objectively rather than if the initial negative
thought about that situation that you're in is the absolute and objective truth.
You can think about negative emotions that develop in your thinking as a mess of
tangled up fishing string that's all tied in knots. That massive fishing string is very
complicated to unravel. The thought challenge process is the unraveling or disentangling
of that mess of knotted up string by using your own personal evidence, your own
personal experience provided by your past, by the things that you've been through to
loosen the knots of distorted thinking.
Now to get an idea of how a thought challenge exercise works within this coaching
context consider Mary has to do a formal presentation at an upcoming quarterly meeting.
But Mary is terrified that she will freeze up on stage and that when she faints her
colleagues are going to judge her harshly and think she’s incapable, causing Mary to feel
not only embarrassed but also humiliated. I have Mary write out her negative anxiety
producing thoughts.

215
She writes that she is going to get terrified up on stage she is going to pass out and that
her colleagues are going to think she's incapable and because of that she's going to feel
embarrassed and humiliated.
Now that Mary has written everything down and is now clearly aware of her specific
anxiety inducing thoughts, she and I, her coach, work to identify the distorted thinking
patterns while also identifying more realistic thoughts.
I'm going to faint onstage is the first thought that Mary has the distorted thinking
pattern that Mary and I, her coach, identify is that Mary is catastrophizing to say it
another way she is expecting disaster and thinking of the worst possible outcome.
So now Mary and I use evidence from Mary’s past to reverse this negative thought
because remember what Mary is doing is she's allowing herself to be tricked into feeling
real fear in the absence of any real danger so after identifying and thinking of evidence
from Mary’s past Mary now thinks to herself, I have spoken in public before I have
spoken in front of people before even onstage and I have never fainted so it's unlikely
that I'm going to faint this time around.
Next Mary and I, her coach, move to dealing with the fear that she has that her
colleagues will think she is incapable. If she doesn’t faint on stage, Mary and I identify
this distorted thinking pattern as mind reading. Its mind reading because what Mary is
doing is, she is assuming that even if the worst possible outcome did occur even if she
did faint up on stage that she already knows what other people her colleagues would
think. Mary’s being a mind reader.
So again, Mary and I now come up with a more realistic thought, one that would fit the
situation. If this worst possible outcome did occur Mary’s new thought is this “Hey even
if I did faint up on stage, my colleagues of course they would naturally be concerned
about me. It's very unlikely very unlikely that they would judge me after all many of
them I'm close with and many of them have told me that they have the same exact fear
that I do.
Challenging distorted thinking, it does take some effort and it takes some practice. New
empowering thoughts patterns don't typically begin to happen immediately because the
old negative thought patterns have established their space. However, over time and with
some consistency, new pathways of thinking get formed and the process of challenging
thoughts and disentangling those negative thought patterns become easier and more
skilled.
Continue to use thought challenge record, it should be a big help throughout this
program and after.
The Bible is clear when it says to take our thoughts captive in 2 Corinthians 10:5, “We
demolish arguments and every pretension that sets itself up against the knowledge of
God, and we take captive every thought to make it obedient to Christ” (NIV). Taking our
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thoughts captive is simply being aware and learning how to control (with God’s help)
what we choose to think about. Spiritual development becomes an important support for
the development of such skills. Romans 12:2 says, “Do not conform to the pattern of this
world but be transformed by the renewing of your mind.”
DAY 7
SLEEP HYGEINE
[Audio]
Sleep is an essential function that the body needs in order to heal, recuperate, recover,
and maintain energy. 60-70% of people with anxiety have trouble sleeping it one of the
many symptoms of anxiety (Staner, 2003). If you are struggling to get sleep due to
stress, anxiety, insomnia, or a mix of both, it can have negative side effects on the body.
Since many of you who suffer from stress and anxiety also have trouble sleeping, it just
exacerbates the stress and anxiety which makes sleep hygiene a vital topic to address in
this program.
Those who suffer from stress and anxiety usually have sleep problems because their
mind is racing, thinking about what they didn’t do that day, what they have to do the
next day, financial concerns, caregiving, and more.
88% of Veteran spouses have increased stress and anxiety as a result of being their
Veterans spouse and caregiver, and 77% say that sleep deprivation is also a problem
(Ramchand et al., 2014). Many even wonder if their poor sleep is causing their anxiety
or if their anxiety is causing their poor sleep. Today you'll identify some behaviors that
interfere with your sleep, help you form healthier sleep habits, and improve your sleep
quality.
While the tips may not fix your sleep problems alone, not practicing them can interfere
with your efforts to improve your sleep. And when you combine them with some of the
other techniques you’ve already learned (lavender essential oil, teas, natural sleep aids,
high intensity exercise, grounding) and others you will learn, you might find a good
combination that works for you.
Sleep Cycle has 5 Stages: Between the time someone falls asleep and the time they
wake up, they experience several cycles of sleep. Each cycle has different stages of
sleep, with each stage playing an important role.
1. Stage 1 is the lightest stage of sleep, the transition phase, where you feel yourself
drifting off.
2. Stage 2 is the second stage of sleep is still considered light sleep. Your brain
activity starts to slow down, as well as your heart rate and breathing.
3. Stage 3 sleep is the start of deep sleep, also known as slow wave sleep. If you
were to get awakened suddenly during this stage, you would be groggy and
confused, and find it difficult to focus at first.
4. Stage 4 is the one when you experience your deepest sleep of the night. This is
the time when the body does most of its repair and recover.
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5. Stage 5 is the stage of sleep when you dream. It’s the "active sleep" or REM
(rapid eye movement) sleep stage. During REM sleep, your blood flow, breathing,
and brain activity increases. An EEG would show that your brain is about as active
as it is when you're awake.
Another aspect of Stage 5 sleep is that the muscles in your arms and legs will go
through periods of paralysis. Scientists speculate that this may be nature's way of
protecting us from acting out our dreams.
The first period of REM sleep of the night usually begins about 90 minutes after
you start drifting off and only lasts for about 10 minutes. As the night passes, the
periods of REM sleep become longer, with the final episode lasting an hour or so.
Researchers have discovered the relationship between sleep issues, stress, and anxiety
is bidirectional which means that sleep problems can cause anxiety, and anxiety can
disrupt your sleep and just like anxiety, sleep problems can impact how one functions
emotionally, mentally, and physically (Staner, 2003). It’s important to find out what the
root cause is in order to overcome and or cope with insomnia or anxiety. Another study
suggested that in 18% of cases, insomnia occurred before anxiety (Staner, 2003).
In your workbook, you have pages where you can fill in some pre-sleep coaching
questions, some tips for a better night sleep, home activity, and questions to complete
the next morning, this will take some time, but it will be time worth spent. So, I’m going
to end this video so you can get started. May you have a restful sleep tonight.
A strong faith could be the key to a good night's sleep, as researchers found those who
believe in salvation and have a relationship with God are more inclined to fall asleep
faster, sleep longer, and feel extra refreshed the next day (Simmons, 2019). Many people
pray before bed or write in a prayer journal and you are encouraged to do so also.
Simmons (2019) suggests if one believes a higher power (God) is watching over them,
then what they’re going through now is temporary and it will alleviate their stress by
providing a sense of hope and ease worry, therefore sleeping better (Simmons, 2019).
This is supported by the following verse in Proverbs 3:24, “If you lie down, you will not
be afraid; when you lie down, your sleep will be sweet”.
DAY 8
FOOD & MOOD
[Live Group Coaching through Zoom]
See Coach’s Manual
DAY 9
PANTRY CLEAN OUT
[Video]
Before you get started, you’ll want to do some prep work. The first one is important,
and it is to know what you’re going to clean out (pantry, spice cabinet, fridge, freezer, or
something else in your kitchen), know why you are doing this (Eat healthier, less
processed, more organic, or just do one thing different- you get to decide. Write it all out
in your workbook.
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Now, you’ll want to set aside 1 – 2 hours to clean out your space. Some items to have
on hand are: Box for donations, trash can, notepad and pen for jotting down ideas and
needs, cleaning supplies and any organizing bins if you wish.
Separate your food into 2 piles, open and not open. (consider donating unopened foods
not in your eating plan to a food shelter). The open and perishable foods you choose to
not eat, can be tossed out or give to a neighbor, friend or family member. Plan to go to
the Grocery Store to fill your kitchen back up with healthier items. Use the Shopping
List as your guide.
Let’s get started, I’m doing it with you!
1. Take a before picture so that you can feel extra satisfied when this is all over.
2. Remove all the items from the shelves and put anything you don't want in your
donation box.
3. Group together and note expiration dates. Toss expired items.
4. Make a list of foods you need to shop for as you go
5. Clean off shelves
6. Organize like items together (pastas, cans, snacks, drinks, etc.)
7. Put items back onto shelves with labels facing out. (taller items towards the back,
frequently
used items at front level, hardly used items up high or down low)
8. Donate left over items you don't want or that aren't in your new food plan
9. Take an "After" picture and post in group
10. Celebrate and reward yourself for tackling this today!
My Tips:

Use a door shoe organizer for pantries w/ doors

Use small dollar store bins to organize small items together

Put snacks or "unhealthy" items in a bin with a cover and tape it (it's
more work for you to get to it, but it's there to not deprive yourself.
DAY 10
Magnify to Minimize
[Video]
Magnify to minimize is a mixture of cognitive reframing and visualization. There is a
page in your workbook that describes this same exact strategy in use for social anxiety.
To explain how this technique works I’ll explain by how I used it to help one of my
previous clients change or reframe what it was that she said to herself about driving over
bridges.
A client of mine would get anxiety and start to go into a panic attack when going over
any size bridge even a small one. I knew it was going to be essential for her to change
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what it was that she was saying to herself. I also knew that her new self-talk it needed to
be something that was quick something that she could repeat often while driving.
I helped her learn how to reframe her thought process by magnifying the bridge before
she left for a trip. She would magnify it to be as high as the mountains and steep and
only a single lane so then when she actually drove over the small bridge that was not
high at all and it had three lanes she would remind herself how simple it was and how
soon she would be over it and on to her trip.
Her new self-talk that that she settled on was simply the word ‘float’ so she chose to
replace a
long scary drive over a bridge with “I'm just going to jump in the car and I'm going to
drive and float over that bridge to get where I need to go. For her this language indicated
to her nervous system that there was absolutely nothing to fear.
So, with cognitive restructuring already underway we moved to the next part and the
next part involves the visualization. In the past while she was making these drives over a
bridge she would get so caught up in the cycle of negative thinking and that negative
thinking conjured up negative images in her mind.
The type of visualization we worked on is referred to as Magnify/Minimize.
Now with visualization in this case, I knew it didn't make any sense for her to imagine
herself in some rejuvenating environment doing something other than driving or doing
something more pleasant like being on the beach as that would not have made any sense
it wouldn't be safe because driving over a bridge requires attention it requires alertness.
Magnify to minimize entails using your mind to actually, in her case, magnify how big
and expansive the bridge was. In her visualization she practiced adding even more
height and business on that bridge. In her visualization she practiced seeing herself
driving on this crazy gigantic bridge with huge trucks, traffic, people honking, and
pouring rain. Despite it all she visualized herself floating again floating through all of
this commotion with ease and with confidence right over the bridge.
When this type of magnifying visualization is done correctly what occurs is that when
she drove on the actual bridge, it seemed much smaller much more contained much
tamer than it had in the past. Her visualizations helped her minimize how scary the
actual bridge was and almost immediately ____ after beginning this intervention.
Those drives over bridges that used to feel really uncomfortable began to feel to her as
though she was just floating around on a relatively regular road.
Now I want to point out that she did her visualization in two ways:
She did small amounts of visualization prior to jumping in the car by doing some
intense visualization where she really got her mind around making magnifying the scary
situation and then the second she would jump in the car and she would say to herself,
“well I'm just going to get in the care and float over that bridge while driving to where
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I’ve got to go.” If she began to experience any feelings of anxiety, she would in that
moment magnify in contract so she would very briefly allow herself while driving on
the bridge, to imagine that that bridge she was on was this super huge, crazy big
commotion filled lanes on the bridge.
She would do this for a split second and then she would immediately contract her
thoughts and say something like “this bridge was super easy for me I'm just floating on
over it.
Always start by gauging your own comfort level in doing an activity like this. If you are
open to giving a particular intervention a try, then great go for it.
In alignment with this topic of ‘Magnifying to Minimize’, I want to remind you of what
Scripture says about the Magnificence of God, He is bigger than any situation or
problem we could ever encounter. When He is Magnified, our fears are minimized!
Psalms 34:3 says, O magnify the LORD with me, and let us exalt his name together”
Let’s Pray Psalm 145:3-13, (MSG)
Magnificence of God
God is magnificent; he can never be praised enough. There are no boundaries to his
greatness. Generation after generation stands in awe of your work; each one tells
stories of your mighty acts. Your beauty and splendor have everyone talking; We
compose songs on your wonders. Your marvelous doings are headline news; We could
write a book full of the details of your greatness. The fame of your goodness spreads
across the country; your righteousness is on everyone’s lips. God is all mercy and grace
– not quick to anger, is rich in love. God you are good to each and every one of us;
everything You do is suffused with grace. Creation and creatures applaud you, God;
your holy people bless you. They talk about the glories of your rule, they exclaim over
your splendor, Letting the world know of your power for good, the lavish splendor of
your kingdom. Your kingdom is a kingdom eternal; you never get voted out of office.
God always does what he says and is gracious in everything he does.
We ask that you be magnified, and our fears be minimized as we put our faith in you. In
your name we pray. Amen.
DAY 11
PROGRESSIVE MUSCLE RELAXATION
[Faith-Based Audio]
Today, we will be doing progressive muscle relaxation. You can do it upon waking,
during the day, or before bed. Anytime!
Progressive muscle relaxation exercises are relaxation techniques that involve
progressively tensing and then relaxing muscles or muscle groups.
By tightening a muscle and then releasing, you can feel the difference between tense
and relaxed. Actively engaging in progressive muscle relaxation exercises effectively
loosens and relaxes the muscles.
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As we do this exercise, may you remember that God created us in His image. In Ezekiel
37:6, it says, “I will wrap you with muscles and skin and breathe life into you. Then you
will know that I am the LORD." God also promises to restore our body and soul, in
Matthew 11:28, He says, “Come to me, all of you who are weary and carry heavy
burdens, and I will give you rest.” May we meditate on these promises and thank God
for the ability He has given us to tighten and relax our muscles, that He uniquely
designed for each and every one of us.
Make sure not to do any movements that cause pain. If any of these exercises causes
discomfort, ease up or stop to ensure that you do not cause muscle cramping or injury.
Begin by finding a comfortable position sitting, standing, or lying down. You can
change positions any time during the progressive muscle relaxation exercises to make
yourself more comfortable as needed.
The first progressive muscle relaxation exercise is breathing. Breathe in deeply and
hold this breath. Hold it...hold it... and now release. Let all the air go out slowly and
release all the tension.
Take another deep breath in. Hold it.... and then exhale slowly, allowing the tension to
leave your body with the air.
Now breathe even more slowly and gently... breathe
in…………..hold……………………...out
Breathe
in……………...hold…………………………………………………………………..out
Continue to breathe slowly and gently. Allow God to relax you through your breathing.
The next progressive muscle relaxation exercise focuses on relaxing the muscles of
your body.
Start with the large muscles of your legs. Tighten all the muscles of your legs. Tense
the muscles further. Hold onto this tension. Feel how tight and tensed the muscles in
your legs are right now. Squeeze the muscles harder, tighter... Continue to hold this
tension. Feel the muscles wanting to give up this tension. Hold it for a few moments
more.... and now relax. Let all the tension go. Feel the muscles in your legs going limp,
loose, and relaxed. Notice how relaxed the muscles feel now. Feel the difference
between tension and relaxation. Enjoy the pleasant feeling of relaxation in your legs.
Now focus on the muscles in your arms. Tighten your shoulders, upper arms, lower
arms, and hands. Squeeze your hands into tight fists. Tense the muscles in your arms and
hands as tightly as you can. Squeeze harder.... harder..... hold the tension in your arms,
shoulders, and hands. Feel the tension in these muscles. Hold it for a few moments
more.... and now release. Let the muscles of your shoulders, arms, and hands relax and
go limp. Feel the relaxation as your shoulders lower into a comfortable position and
your hands relax at your sides. Allow the muscles in your arms to relax completely.
Focus again on your breathing. Slow, even, regular breaths. Breathe in relaxation.... and
breathe out tension..... in relaxation....and out tension.... Continue to breathe slowly and
rhythmically.
Now focus on the muscles of your buttocks. Tighten these muscles as much as you can.
Hold this tension..... and then release. Relax your muscles.
Tighten the muscles of your back now. Feel your back tightening, pulling your
shoulders back and tensing the muscles along your spine. Arch your back slightly as you
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tighten these muscles. Hold.... and relax. Let all the tension go. Feel your back
comfortably relaxing into a good and healthy posture.
Turn your attention now to the muscles of your chest and stomach. Tighten and tense
these muscles. Tighten them further...hold this tension.... and release. Relax the muscles
of your trunk.
Finally, tighten the muscles of your face. Scrunch your eyes shut tightly, wrinkle your
nose, and tighten your cheeks and chin. Hold this tension in your face.... and relax.
Release all the tension. Feel how relaxed your face is.
Notice all of the muscles in your body.... notice how relaxed your muscles feel. Allow
any last bits of tension to be given to God. Enjoy the relaxation you are experiencing.
Notice your calm breathing.... your relaxed muscles.... Enjoy the peace for a few
moments....
When you are ready to return to your usual level of alertness and awareness, slowly
begin to re-awaken your body. Wiggle your toes and fingers. Swing your arms gently.
Shrug your shoulders. Stretch if you like.
Feel free to continue to relax for as long as you like. When you’re ready, you can end
this progressive muscle relaxation exercise feeling calm, refreshed, relaxed, and at
peace.
[Non-Faith-Based Audio]
Make sure not to do any movements that cause pain. If any of these exercises causes
discomfort, ease up or stop to ensure that you do not cause muscle cramping or injury.
Begin by finding a comfortable position sitting, standing, or lying down. You can
change positions any time during the progressive muscle relaxation exercises to make
yourself more comfortable as needed.
The first progressive muscle relaxation exercise is breathing. Breathe in forcefully and
deeply and hold this breath. Hold it...hold it... and now release. Let all the air go out
slowly and release all the tension.
Take another deep breath in. Hold it.... and then exhale slowly, allowing the tension to
leave your body with the air.
Now breathe even more slowly and gently... breathe in....hold....out....
..breathe in...hold...out...
Continue to breathe slowly and gently. Allow your breathing to relax you.
The next progressive muscle relaxation exercise focuses on relaxing the muscles of
your body.
Start with the large muscles of your legs. Tighten all the muscles of your legs. Tense
the muscles further. Hold onto this tension. Feel how tight and tensed the muscles in
your legs are right now. Squeeze the muscles harder, tighter... Continue to hold this
tension. Feel the muscles wanting to give up this tension. Hold it for a few moments
more.... and now relax. Let all the tension go. Feel the muscles in your legs going limp,
loose, and relaxed. Notice how relaxed the muscles feel now. Feel the difference
between tension and relaxation. Enjoy the pleasant feeling of relaxation in your legs.
Now focus on the muscles in your arms. Tighten your shoulders, upper arms, lower
arms, and hands. Squeeze your hands into tight fists. Tense the muscles in your arms and
hands as tightly as you can. Squeeze harder.... harder..... hold the tension in your arms,
shoulders, and hands. Feel the tension in these muscles. Hold it for a few moments
more.... and now release. Let the muscles of your shoulders, arms, and hands relax and
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go limp. Feel the relaxation as your shoulders lower into a comfortable position and
your hands relax at your sides. Allow the muscles in your arms to relax completely.
Focus again on your breathing. Slow, even, regular breaths. Breathe in relaxation.... and
breathe out tension..... in relaxation....and out tension.... Continue to breathe slowly and
rhythmically.
Now focus on the muscles of your buttocks. Tighten these muscles as much as you can.
Hold this tension..... and then release. Relax your muscles.
Tighten the muscles of your back now. Feel your back tightening, pulling your
shoulders back and tensing the muscles along your spine. Arch your back slightly as you
tighten these muscles. Hold.... and relax. Let all the tension go. Feel your back
comfortably relaxing into a good and healthy posture.
Turn your attention now to the muscles of your chest and stomach. Tighten and tense
these muscles. Tighten them further...hold this tension.... and release. Relax the muscles
of your trunk.
Finally, tighten the muscles of your face. Scrunch your eyes shut tightly, wrinkle your
nose, and tighten your cheeks and chin. Hold this tension in your face.... and relax.
Release all the tension. Feel how relaxed your face is.
Notice all of the muscles in your body.... notice how relaxed your muscles fee l. Allow
any last bits of tension to drain away. Enjoy the relaxation you are experiencing. Notice
your calm breathing.... your relaxed muscles.... Enjoy the relaxation for a few
moments....
When you are ready to return to your usual level of alertness and awareness, slowly
begin to re-awaken your body. Wiggle your toes and fingers. Swing your arms gently.
Shrug your shoulders. Stretch if you like.
Feel free to continue to relax for as long as you like. When you’re ready, you can end
this progressive muscle relaxation exercise feeling calm, refreshed, and relaxed.
DAY 12
SSAC MODEL
[Video]
The SSCA (pronounced SAC) contains 2 phases: A Descriptive phase and a Generative
phase. SSCA stands for Situation, Self-talk, Actions, and Consequences.
The DESCRIPTIVE PHASE is used to express what is currently occurring.
The GENERATIVE PHASE is for creating possibility - for bringing into existence
new ways of being and behaving.
SSAC - Phase One Descriptive
• Identify the specific SITUATION that causes you anxiety or fear
• Identify the SELF-TALK that occurs during this situation
• Identify any ACTIONS/BEHAVIORS that are associated with this situation. If the
fear you experience in this situation produces a shutdown effect and you fail to take
action, write down what it is that you fail to do
• Identify any practical and emotional CONSEQUENCES of your self-talk and
action/inaction
SSAC - Phase Two Generative
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• Write down the actions you could take to better prepare for the SITUATION if it
occurs again in the future
• Write down what you will say to yourself to place perspective on the situation - what
SELF-TALK will you permit
• Write out how you will ACT. What will you DO if the situation occurs again in the
future - what BEHAVIORS will be more helpful and positive?
• Finally, identify and write down what you expect to be different - what positive
CONSEQUENCES do you anticipate when you think your new self-talk and exhibit
your new actions/behaviors?
The Bible provides us wisdom about fear. We all face moments of fear that can sneak
up and steal our joy and peace. What we are faced with fears like we can be reminded of
God's love and promises of protection and peace in our lives.
A Prayer to Reduce Fear You know the situations we live in and the fear, worry, and
anxiety it can create. You also know our daily life struggles. When life gets to be too
much, please help me seek you, come to you and call on you. May I think on your words
and promises instead of my own negative self-talk. Calm my thoughts and emotions and
open my heart to your peace, comfort, and wisdom. Help me not to live in fear and take
actions that are in alignment you’re your Word. Give me strength, give me self-control
and bless over me. Help me rest in You and trust You as I navigate through this broken
world. In Your Name, I pray, Jesus. Amen.
DAY 13
CREATIVE ART
[Video]
Creative art can be used to express inner feelings and self-understanding, search for
meaning, personal growth, self-empowerment, and healing. They can be simple yet
powerful and effective forms of communicating with self and others. Art can be used to
show our ideas, feelings, dreams, wishes, and aspirations. Art can come from a deep
emotional place inside you and allow you to go through a deep process of self-discovery
and understanding. You can use creative art along your journey to emotional health.
Group Art
There is a distinctive kind of creative energy generated when people work together to
create a piece of art. In this group art, each person creates an individual piece and the
pictures will be combined together to make 1 completed piece of art. Creating together
capitalizes not only on the collective energy of a group, but also on the curative
and resilience factors found in good old social support and lifting each other up.
Individuals share life's challenges of military life, PTSD, trauma, disability, loss,
disability, or loneliness through art with each other within a community. Creating
together in this way allows us to see that we are more similar than different, to be
witnessed and valued by others, and, best of all, rise above by becoming part of a greater
whole.
Group Art Project
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You will be working individually on your own art piece. Create art within the circle of
something that represents a Veteran Spouse's life (yours) that is calm, peaceful, loving,
happy, joyful, etc...
Steps:

Use circle provided on the following page

Use pens, paint, crayons, chalk, magazines, anything...

Make a drawing that offers peace, calm, love, happiness, joy, friendship,
etc.

Share with your group (if you're not in a group, frame it for yourself)
May you be creative without judgement as you do this activity that will be put together
as a group project. God is the ultimate Creator and He Designed us for relationships.
God didn’t intend for us to live in isolation. He designed us to crave—and thrive in—
community with others. We’re our best selves when we’re experiencing life’s highs and
lows with others.
Being in community gives you the chance to be around people at different stages of
their faith journey—and to bear their burdens alongside them (Galatians 6:2). What it
comes down to is lifting each other up, learning from one another, and being the friend
each of us needs. That’s how Hebrews describes community. That’s awesome, because
everyone has something to teach and to learn. That means every one of us.
What it comes down to is lifting each other up, learning from one another, and being
the friend each of us needs. That’s how Hebrews describes community:
Don’t take it from me though. The Bible has a lot to say about this!
Hebrews 10:24–25 NIV says:
“And let us consider how we may spur one another on toward love and good deeds, not
giving up meeting together, as some are in the habit of doing, but encouraging one
another—and all the more as you see the Day approaching.”
And lastly, you know what? Community is fun! Because we have incorporated faith, it
doesn’t have to be boring or strict. Yes, community of faith has a higher purpose. But it
should also be enjoyable!
DAY 14
ALTERNATE NOSTRIL BREATHING
[Video]
Breathing affects how we feel.
Research shows a direct connection between our breathing patterns and our emotional
state. For instance, slow and controlled breathing is an indication of calm. While rapid
and shallow breathing is an indication of the stress response.
Alternate nostril breathing is a technique that has been said to help calm you quickly.
This particular breathing technique is unique in that studies indicate it’s therapeutic for
circulatory, respiratory, and nervous systems, relieves stress, anxiety, and relaxes the
body. This type of breathing helps bring balance the right and left hemispheres of the
brain, both sides of the body and regulating body temperature, and the nervous system,
as well. A great step toward wholeness and health.
Let’s start:
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It is very simple to teach and very simple to perform.
1. Using your right thumb press gently to close your right nostril
2. Inhale slowly (5-7 seconds through) your left nostril
3. Pause briefly and hold the breath for 1-2 seconds
4. Using the ring finger of the same hand close off the left nostril while releasing your
thumb
and exhaling through your right nostril
5. Inhale slowly (5-7 seconds through) your right nostril
6. Pause briefly and hold the breath for 1-2 seconds
7. Close off your right nostril with your right thumb
8. Breathe out through your left nostril
9. Repeat again several times. Only continue as long as you remain relaxed and fully
present.
Start slowly with a few rounds, ending by exhaling out the left nostril and then sitting
quietly to absorb the benefits. Gradually, over time, you may wish to increase the
practice to several minutes. Never force the practice.
Sit quietly for a few moments after you have finished, focusing on your body and how it
feels after this breathing practice.
Two Scriptures I want to share with you today are:
Genesis 2:7, “God formed man of dust of the ground,
and breathed into his nostrils the breath of life.”
“All the while my breath is in me, and the spirit of God is in my nostrils” (Job 27:3).
DAY 15
SELF-CARE
[Live Group Coaching through Zoom]
See Coach’s Manual
DAY 16
BODYSCAN
[Faith-Based Audio]
Doing this kind of relaxation regularly will help you to feel generally calmer, more
relaxed, and better able to withstand stress.
Anxiety is the name used to describe the experience of the body's fight or flight
response. There are varying degrees of anxiety, from general worrying and tension... all
the way to full blown panic attacks. We all experience anxiety from time to time, but
when anxiety starts to happen frequently it can be problematic.
But, wait there is hope! When we are facing anxiety in our life, it is important to remind
ourselves of the promises God makes in His word. These verses will remind us to trust
in God, knowing that no matter what we are experiencing, God will take care of us.
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Psalm 46:10 says “Surrender your anxiety! Be silent and stop your striving and you will
see that I am God.”
In addition, regular relaxation has a protective effect against stress and anxiety.
Start by getting comfortable, finding a position seated or lying down where you can
relax. Place your arms at your sides, and keep your legs uncrossed to improve blood
flow.
As you begin this generalized anxiety relaxation, you might want to close your eyes, or
focus your gaze on one spot in the room.
Take a deep breath in.... filling your lungs.... and now breathe out, emptying your lungs
completely.
Breathe in again, through your nose.... now blow the air out through your mouth.
Breathe in..... and out.
In..... out.
Keep breathing slowly like this, fully emptying your lungs with each breath.
Your deep breathing calms and relaxes you... allows your body to relax, to get just the
right amount of oxygen, and to feel calm.
There is nothing you need to be doing right now, and no where you need to be, except
here, relaxing, enjoying this time for yourself. You deserve this time and need this time
to function at your best. This time of relaxation will allow you to be as calm and healthy
as possible. This is productive, healthy time. You are looking after your health.
As you continue to breathe slowly and comfortably, turn your attention to your body
created by God. Notice how you are feeling physically. Without trying to change
anything, simply become aware of the sensations in your body.
All you need to do right now is observe. However, you are feeling right now is okay.
None of your physical sensations are cause for concern, though some of them may be
unpleasant because they are signs of built-up stress. Just notice how you are feeling,
noticing any signs of stress and tension you may have without trying to change anything
right now.
Scan your body, beginning at the top of your head, and moving downward. Turn your
attention to your head. Observe.
Moving your attention downward, to the level of your eyes, nose, chin.... down to your
shoulders. Noticing each area, observing how your body feels.
Keep scanning, gradually moving down your body. How does your upper body feel?
Take note of any areas of tension.
Nearing the center of your body, at the level of your stomach. How is this part of your
body feeling? Keep observing your physical state. Continue to scan your body, moving
the focus of your attention downwards.
Reaching the level of your hips... keep observing and moving your attention down.
How does this part of your body feel? Notice any tension, without trying to change
anything.
Reaching the level of your knees... how does this area of your body feel? Keep
scanning.... all the way down to your feet.
Take a moment now to scan your whole body, noticing how your body feels as a whole.
Where is your body the tensest?
Focus intently on this one area of tension.... and imagine the muscles here letting go of
their hold, becoming loose, becoming relaxed.... letting the tension go-give it to God.
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Releasing the tension bit by bit, until this area relaxes. Feel the tension softening... feel
the muscles as they loosen, lengthen.... warming and relaxing, as if they are melting into
relaxation.
Notice where your body is the most relaxed. How does the relaxation feel? Imagine that
this relaxation is warm and tingly, moving.... growing... spreading to relax other parts of
your body.
Feel your body becoming more relaxed as the area of relaxation grows as you continue.
Imagine that the air you are breathing is pure relaxation from God. Imagine that the
oxygen you breathe in is relaxation, and the carbon dioxide you breathe out is tension.
The air exchange is an efficient relaxation system of divine design. Feel the relaxation as
you take it in through your nose and relax your body, adding to the area of relaxation
already there. Expel your body's tension, breathing it out through your mouth.
Continue to exchange tension and relaxation. Continue the exercise.
Feel the relaxed area getting bigger as you breathe more and more relaxation into your
body. Breathe out tension and feel the tension getting smaller.
Breathe in relaxation and breathe out tension.
Each breath in adds to the relaxation, a full breath more of relaxation is added to your
body. Each breath out removes any tension.
Keep breathing in relaxation and breathing out tension. More and more relaxed with
each breath.
(pause)
Soon the areas of tension are very small. Your breathing can eliminate them entirely.
Imagine breathing out any last bits of tension.
You are feeling so calm... so relaxed... breathing in relaxation and breathing out
relaxation.
Breathe in... relax
Breathe out... relax
Keep breathing smoothly and regularly, relaxing more and more deeply with each
breath.
Now as you continue, scan your body again, noticing how your body feels now.
(pause)
Simply rest, enjoying this relaxation. Peace, calm……………………...... relaxing.
(pause)
Focus now on your thoughts. Notice your calm thoughts. Fix your thoughts on
whatever is true, whatever is noble, whatever is right, whatever is pure, whatever is
lovely, whatever is admirable- if anything is excellent or praiseworthy-think about such
things.
Enjoying this relaxation.
See how you can focus your thinking to a state of complete calm by meditating on a
single word. Meditate now on the word "peace" by mentally saying "peace" each time
you breathe in, and each time you breathe out.
Breathe in, "peace"
Breathe out, "peace"
Continue breathing, saying in your mind "peace" with each breath in and again with
each breath out. Continue this relaxation exercise.
(pause)
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It is normal for your thoughts to wander, and as they do, just focus again on the word
"peace" Keep repeating this word as you enjoy the exercise.
(pause)
Focus all of your attention on simply repeating the word "peace"
Keep repeating this word, noticing how you are completely relaxed and calm, drifting
in a pleasant state of relaxing peace.
Now, simply allow your mind to think on nothing except God’s peace. You don't need
to focus on anything else at all. Just rest, and relax, enjoying this peace you are feeling.
(pause)
Keep relaxing for a while longer, enjoying this pleasant, calm feeling. You can relax
any time you need to take a break. This feeling of calm and peace that you have right
now can stay with you even after you are fully awake and alert. You can keep with you
the feeling of calm and confidence, and your muscles can remain relaxed. You can
choose to feel peace as you go about the activities of your life, even when you encounter
stress. John 16:33 says, “These things I have spoken to you, that in Me you may have
peace. In the world, you will have tribulation; but be of good cheer, I have overcome the
world.”
In fact, the next time you start to feel anxious, you might even remember this moment
of peace and relaxation and find that the anxiety goes away. You may even keep a
relaxed feeling with you as you encounter stressful situations. Imagine the confidence
and composure you will have as you face stressors with faith, being able to still feel
calm.
Take another deep breath in, breathing in relaxation .... and breathe out, emptying your
lungs completely.
Keep breathing smoothly and calmly. You can breathe like this any time, drawing in
relaxation, and breathing out the tension that accumulates through the day. Every day,
your breathing can relax you, making you strong and resilient, able to cope with the
stresses that come your way.
(pause)
Now it is time to finish this exercise. Your energy can increase until you are fully
awake, alert, and energetic.
In John 14:27 it says “Peace I leave with you; my peace I give you. I do not give to you
as the world gives. Do not let your hearts be troubled and do not be afraid.”
Take a moment to wake up your body and mind so you can return to your usual
activities.
Rub your hands together, feeling your hands and arms waking up.
Move your feet up and down, waking up your feet and legs.
Sit quietly for a moment with your eyes open, reorienting yourself to your
surroundings.
Stretch if you want to, allowing your body to reawaken fully.
When you are fully awake and alert, you can return to your usual activities, feeling
wonderful and at peace.
[Non-Faith-Based Audio]
Doing this kind of relaxation regularly will help you to feel generally calmer, more
relaxed, and better able to withstand stress.
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Copyright Notice: You may not make recordings or reproduce anything from this
website, except for your personal, private use. Please see these frequently asked
questions for details.
Anxiety is the name used to describe the experience of the body's fight or flight
response. There are varying degrees of anxiety, from general worrying and tension... all
the way to full blown panic attacks. We all experience anxiety from time to time, and
this is normal. When anxiety starts to happen frequently it can be problematic.
Fortunately, anxiety can be reduced using relaxation. In addition, regular relaxation has
a protective effect against stress and anxiety.
Start by getting comfortable, finding a position seated or lying down where you can
relax. Place your arms at your sides, and keep your legs uncrossed to improve blood
flow.
As you begin this generalized anxiety relaxation, you might want to close your eyes, or
focus your gaze on one spot in the room.
Take a deep breath in.... filling your lungs.... and now breathe out, emptying your lungs
completely.
Breathe in again, through your nose.... now blow the air out through your mouth.
Breathe in..... and out.
In..... out.
Keep breathing slowly like this, fully emptying your lungs with each breath.
Your deep breathing calms and relaxes you... allows your body to relax, to get just the
right amount of oxygen, and to feel calm.
There is nothing you need to be doing right now, and no where you need to be, except
here, relaxing, enjoying this time for yourself. Enjoying this generalized anxiety
relaxation. You deserve this time and need this time to function at your best. This time
of relaxation will allow you to be as calm and healthy as possible. This generalized
anxiety relaxation is productive, healthy time. You are looking after your health with
this generalized anxiety relaxation.
As you continue to breathe slowly and comfortably, turn your attention to your body.
Notice how you are feeling physically. Without trying to change anything, simply
become aware of the sensations in your body.
All you need to do right now in this generalized anxiety relaxation is observe.
However, you are feeling right now is okay. None of your physical sensations are cause
for concern, though some of them may be unpleasant because they are signs of built-up
stress. Just notice how you are feeling, noticing any signs of stress and tension you may
have without trying to change anything right now.
Scan your body, beginning at the top of your head, and moving downward. Turn your
attention to your head. Observe.
Moving your attention downward, to the level of your eyes, nose, chin.... down to your
shoulders. Noticing each area, observing how your body feels.
Keep scanning, gradually moving down your body. How does your upper body feel?
Take note of any areas of tension.
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Nearing the center of your body, at the level of your stomach. How is this part of your
body feeling? Keep observing your physical state. Continue to scan your body, moving
the focus of your attention downwards.
Reaching the level of your hips... keep observing and moving your attention down.
How does this part of your body feel? Notice any tension, without trying to change
anything.
Reaching the level of your knees... how does this area of your body feel? Keep
scanning.... all the way down to your feet.
Take a moment now to scan your whole body, noticing how your body feels as a whole.
Where is your body the tensest?
Focus intently on this one area of tension.... and imagine the muscles here letting go of
their hold, becoming loose, becoming relaxed.... letting the tension go. Releasing the
tension bit by bit, until this area relaxes. Feel the tension softening... feel the muscles as
they loosen, lengthen.... warming and relaxing, as if they are melting into relaxation.
Notice where your body is the most relaxed. How does the relaxation feel? Imagine that
this relaxation is warm and tingly, moving.... growing... spreading to relax other parts of
your body.
Feel your body becoming more relaxed as the area of relaxation grows as you continue
this generalized anxiety relaxation.
Imagine that the air you are breathing is pure relaxation. Imagine that the oxygen you
breathe in is relaxation, and the carbon dioxide you breathe out is tension. The air
exchange is an efficient relaxation system. Feel the relaxation as you take it in through
your nose and relax your body, adding to the area of relaxation already there. Expel your
body's tension, breathing it out through your mouth.
Continue to exchange tension and relaxation. Continue the generalized anxiety
relaxation exercise.
Feel the relaxed area getting bigger as you breathe more and more relaxation into your
body. Breathe out tension and feel the tension getting smaller.
Breathe in relaxation and breathe out tension.
Each breath in adds to the relaxation, a full breath more of relaxation is added to your
body. Each breath out removes any tension.
Keep breathing in relaxation and breathing out tension. More and more relaxed with
each breath.
(pause)
Soon the areas of tension are very small. Your breathing can eliminate them entirely.
Imagine breathing out any last bits of tension.
You are feeling so calm... so relaxed... breathing in relaxation and breathing out
relaxation.
Breathe in... relax
Breathe out... relax
Keep breathing smoothly and regularly, relaxing more and more deeply with each
breath.
Now as you continue this generalized anxiety relaxation, scan your body again,
noticing how your body feels now.
(pause)
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Imagine that your body is made of caramel, or chocolate, or some other solid that can
be melted. Right now, your body is like a solid, hard piece of caramel.
Imagine a feeling of warmth, starting in your hands and feet, that starts to soften the
caramel that your body is made of.
Soon your hands and feet are soft... getting softer and more liquid. The warmth spreads
throughout your body... from your hands, up your arms. Feel your arms melting,
softening. It is a pleasant feeling.... so relaxing.
Feel the warmth as it continues up from your feet, up your legs. Notice your legs
softening, as if they are melting to a completely relaxed state.
Feel the core of your body as the warmth coming from your arms and legs meets at
your stomach. Feel your core relaxing, melting.
Imagine that your whole body is very soft.... like caramel that has melted and is soft
and stretchy.
Simply rest, enjoying this relaxation. Floating.... relaxing.
(pause)
Focus now on your thoughts. Notice your calm thoughts. Enjoying this relaxation.
Enjoying this generalized anxiety relaxation exercise.
See how you can focus your thinking to a state of complete calm by meditating on a
single word. Meditate now on the word "relax" by mentally saying "relax" each time you
breathe in, and each time you breathe out.
Breathe in, "relax"
Breathe out, "relax"
Continue breathing, saying in your mind "relax" with each breath in and again with
each breath out. Continue this generalized anxiety relaxation.
(pause)
It is normal for your thoughts to wander, and as they do, just focus again on the word
"relax." Keep repeating this word as you enjoy the generalized anxiety relaxation
exercise.
(pause)
Focus all of your attention on simply repeating the word "relax."
Keep repeating this word, noticing how you are completely relaxed and calm, drifting
in a pleasant state of relaxation.
Now, simply allow your mind to drift. You don't need to focus on anything at all. Just
rest, and relax, enjoying this pleasant state you are in.
(pause)
Keep relaxing for a while longer, enjoying this pleasant, calm feeling. Continue the
generalized anxiety relaxation exercise. You can relax any time you need to take a
break. This feeling of calm that you have right now can stay with you even after you are
fully awake and alert. You can keep with you the feeling of calm and confidence, and
your muscles can remain relaxed. You can feel calm as you go about the activities of
your life, even when you encounter stress.
In fact, the next time you start to feel anxious, you might even remember this moment
of relaxation and find that the anxiety goes away. You may even keep a relaxed feeling
with you as you encounter stressful situations. Imagine the confidence and composure
you will have as you face stressors while still feeling calm.
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Take another deep breath in, breathing in relaxation .... and breathe out, emptying your
lungs completely.
Keep breathing smoothly and calmly. You can breathe like this any time, drawing in
relaxation, and breathing out the tension that accumulates through the day. Every day,
your breathing can relax you, making you strong and resilient, able to cope with the
stresses that come your way.
(pause)
Now it is time to finish this generalized anxiety relaxation exercise. Your energy can
increase until you are fully awake, alert, and energetic.
Take a moment to wake up your body and mind so you can return to your usual
activities.
Rub your hands together, feeling your hands and arms waking up.
Move your feet up and down, waking up your feet and legs.
Sit quietly for a moment with your eyes open, reorienting yourself to your
surroundings.
Stretch if you want to, allowing your body to reawaken fully.
When you are fully awake and alert, you can return to your usual activities, feeling
wonderful.
DAY 17
Time Management vs. Self-Management
[Video]
Plan ahead

Schedule Pleasant Activities for yourself

Use a Calendar for you, Family calendar

Do most important thing first

Do the action you least want to do

Do what’s going to matter the most!
Say no to what doesn’t matter? Say no! Remove it!

Social Media
Increase your productive time each day (Permission)

Do things todays to free up time tomorrow

Automation

Delegation

Permission to defer

Wake up earlier
How to use the problem-solving page in your workbook:
Write down at least one activity per day that they will engage in over the next week
(watching a movie, calling a friend). Activities can be anything that the client finds to be
enjoyable or pleasant, so long as it’s not unhealthy (i.e., eating a whole cake in one
sitting or smoking).
You can also try scheduling an activity for each day that provides you with a sense of
accomplishment. It’s great to do something pleasant but doing something small that can
make you feel accomplished has beneficial effects as well.
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The first two columns (Activity and Time) are to be completed during today’s session,
and the last column (Post-Activity Emotion Rating) is be completed by throughout the
week.
Day 18
REFRAMING
[Video]
Disappointment is a normal part of life. Cut yourself a little slack. How you react to
life’s ups and downs can have a big impact on your overall happiness and future. This
approach can help you move forward instead of remaining stuck.
Using reframing techniques can change your physical responses to stress because your
body's stress response is triggered by perceived stress, more often than actual events.
Previously you learned about cognitive distortions and automatic negative thoughts
(ANTs). Once we realize we are having ANTs we can change them by reframing them
as positive thoughts. Reframing is simple:
Imagine each situation in life is like a photo in a frame. The frame that holds that photo
influences how the photo appears. Other things around that photo also impact how you
perceive it such as the lighting, the color of the wall or where you hung it up. With any
photo or situation in life, if you change the frame or the way that you're looking at it, the
meaning changes as well.
You may not always be able to change what happens around you, but you always have
a choice of how you respond to it, react and how you view the situation and perceive it
in your mind.
The situation itself does not determine the outcome, your perspective does.
And that is a powerful thing to always remember. Even the worst experience of life
that feels like a curse can be rephrased to find the blessing contained within them.
It is the meaning that we attach to a situation that really determines whether it moves us
forward or holds us back. So, practice, you always have a choice to look for the silver
lining in any situations.
When something happens that makes you frustrated or sad or angry or disappointed,
ask yourself the following questions:
What else might be going on here?
What did I learn from this experience?
What can I do differently next time?
What positive outcomes eventually came as a result of this situation?
What meaning does it have? What purpose does it give me?
How can I use this for good?
Look at it. Assess the terminology that you use and re-frame the things in your life.
Because once you re-frame it, it could truly have a powerful shift in your ability and
your future.
Practice on the page in your workbook.

235

Cognitive reframing can be as basic as simply reminding ourselves that somehow God is
still in control; that somehow, He is working everything together into His sovereign plan
for us even though we may not always understand how (Rom 8:28). The point is that by
being deliberate about our mindset, we can begin disrupting negative thoughts by
finding alternative ways of viewing the same experiences.
The difference between a thought-life characterized by the negative frames vs. a
thought-life characterized by the positive ones doesn’t lie in the actual circumstances
that a person experiences. Both frames can be reactions to the same events. But whereas
the reactions on the left can lead to depression, paranoia, self-pity and hopelessness, the
reactions on the right lead to gratitude, hope, self-compassion and peace.
Notice that the positive frames are all based on God promises and teaching. This is
important, because the key to reframing is not simply to think positive thoughts, but to
have a mindset grounded in the reality of God’s Word.
DAY 19
MUSIC/DANCE
[Audio]
Participants will be given the following YouTube link to listen to a song and dance to it
or they can choose a song of their own.
Faith-Based: Mandisa “Overcomer” https://youtu.be/b8VoUYtx0kw
Non-Faith-Based: Mamma Mia “Dancing Queen” https://youtu.be/QRoWiTcO7dk
DAY 20
Problem Solving
[Video]
Problem Solving is a helpful intervention whenever clients present with difficulties,
dilemmas, and conundrums, or when they experience repetitive thought such as
rumination or worry. Effective problem solving is an essential life skill. Be willing to
appraise problems as challenges; remain optimistic that problems are solvable;
remember that successful problem solving involves time and effort.
Instructions
1. The first step in problem solving is to identify a problem, difficulty, or dilemma
which is bothering you, or about which you have been ruminating or worrying.
2. The next step is to generate a range of possible approaches to solving your
problem, ideally solutions which are designed to overcome the obstacles that have
already been identified. Generate at least three potential solutions. Consider:
• “Can you think of any ways that you could make this problem not be a problem
anymore?”
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• “What’s keeping this problem as a problem? What could you do to target that part of
the problem?”
• “How would someone you look up to solve a problem like this?”
3. Once a selection of potential strategies have been identified the next step is to
consider potential advantages and disadvantages for each strategy, and likely
outcomes of each strategy.
• Consider short term and long-term implications of each strategy
4. The next step is to consider which of the available options is the best solution. If
you do not feel positive about any solutions, then the choice becomes “Which is the
least-worst?”. Remember that “even not-making-a-choice is a form of choice”.
5. The last step of problem solving is putting a plan into action. Ruination, worry, and
being in the horns of a dilemma are ‘stuck’ states which require a behavioral ‘nudge’ to
become unstuck.
Once you have put your plan into action it is important to monitor the outcome and to
evaluate whether the actual outcome was consistent with the anticipated outcome.
This Problem-Solving worksheet is designed to guide you through steps which will
help you generate solutions to ‘stuck’ situations in your lives.
DAY 21
PUTTING IT ALL TOGETHER
[Live Group Coaching through Zoom]
See Coach’s Manual
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APPENDIX O: PowerPoint Presentation Slides
(See Attached)

APPENDIX P: Participant Workbooks
[Faith-based and Secular]
(See Attached)

APPENDIX Q: Coach’s Facilitator Manual
(See Attached)

